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Pancreatitis 


@ The treatment recommended ten years ago for pancreatitis is ob- 


solete now. Should the treatment be medical or surgical? The author 
has studied the question in the light of 445 operations for benign 


lesions of the biliary tract, in which pancreatitis was encountered in 


25 cases. 


ANCREATITIS occurs far more com- 
monly than was formerly appreciated. 
In the severer types the risk to life is real 
and in milder forms recurrent suffering 
and disability may be formidable. The dis- 
ease assumes a variety of clinical forms. 
The significance of each varies and the 
treatment for each is different. 
The following classification permits sep- 
arate discussion of clinical types: 
I. Acute 
a. Severe; fulminating, acute hemor- 
rhagic pancreatitis 
b. Mild; transient edema and inflam- 
mation 
II. Subacute 
III. Chronic 
a. Recurrent acute or subacute 
b. Interstitial fibrosis 
ce. Caleareous deposits in ducts or in- 
terstitial tissue 
d. Cysts 
IV. Traumatic 
All concurrent cases of nontraumatic 





* Read at the meeting of the Southwest Louisi- 
ana Graduate Medical Assembly, Lake Charles, 
Louisiana, September 12-13, 1958. 
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pancreatitis are arbitrarily included in a 
study of 445 operations for benign lesions 
of the biliary tract done on a private serv- 
ice (Tables 1 and 2). This is justified be- 
cause of the close association of pri- 
mary pancreatitis and diseases of the bili- 
ary tract. Pancreatitis was encountered 
in 25 (5.6 per cent) of these cases. In 
some pancreatitis was the predominent 
diagnosis but in others it was only an 
associated condition, the main pathology 
then involving the biliary tract. 

Jaundice was present in 12 of the 25 
cases of pancreatitis. The common bile 
duct was opened in 24, and from 5, stones 
were removed. The duodenum was opened 
in 13 patients and in 12 the ampulla was 





TABLE 1 
OPERATIONS 
Cholecystostomy only 6 
Cholecystectomy only 315 
Cholecystectomy and choledochostomy 90 
Choledochostomy only 34 
Gallbladder left in 13) 
Gallbladder previously removed 20) 
Congenital absence of gallbladder 1) 
Total 445 
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TABLE 2 
COMMON DUCT OPERATIONS 


GALLBLADDER A 


ND 








Deaths 


Total operations 6(1.3%) 445 


Common duct explorations 124 
Combined supra- and trans- 
duodenal 1 58 


(Stones found 24) 
Supraduodenal only 
(Stones found 18) 


to 


66 


Sphincters cut 49 
Stenosis (Group in which 
duodenum was opened) 40 
Jaundice 54 
With stones (Stenosis 7) 29 
Without stones (Stenosis 13) 25 
Stenosis (7 had stones) 20 
Pancreatitis 11 
Stones 42 
With jaundice (Stenosis 7) 29 
Without jaundice (Stenosis 4) 13 
Stenosis 11 
Pancreatitis 25 
Jaundiced 12 
Common ducts explored 24 


(Stones 5) 


Duodenum opened 3 
Ampulla cut 2 
Divulsed 

Gallbladder removed 15 

Gallbladder previously removed 

Gallbladder not removed 6 





cut; in one it was forcefully divulsed un- 
der vision. 

Three of the patients had acute pan- 
creatitis with fat necrosis. In one of them 
cholecystostomy only was done because of 
the intense edema associated with acute 
hemorrhagic pancreatitis. In the other 
two the common bile duct was opened. 

All of these 25 patients with pancreatitis 
recovered from operation. One of them 
who had stones removed from the common 
duct through the supraduodenal approach 
at a first operation had to have a second 
one with a_ transduodenal ampullotomy. 
The long-term results have been excellent 
in all. Only one patient formerly having 
severe attacks has had several mild re- 
currences. 


Treatment of Pancreatitis 
Superiority among methods used for 
treatment is debatable. Treatment is in an 
inconclusive stage and constantly changing 
phase. A chapter on treatment of pancrea- 
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titis written by Allen Whipple for Cecil’s 
Textbook of Medicine in 1948 is obsolete 
today. Is the treatment medical? Is it 
surgical? Is the medical treatment to be 
continued indefinitely? Is the surgical 
treatment conservative or aggressive? A 
variety of different viewpoints may be 
found in the literature. 


Medical Treatment 

Medical treatment consists in a variety 
of drugs to bring about indirect regres- 
sion of the disease. Mentioned should 
be:—Banthine, gastrointestinal nasogastric 
tube decompression and fluid and electro- 
lyte replacement. Theoretically, the use of 
morphine is undesirable since experimen- 
tally it causes spasm of the sphincter of 
Oddi. Demerol is preferred and nitrogly- 
cerin may relax the sphincter. Rarely is 
calcium replacement necessary because of 
a deficiency due to saponification. All of 
these drugs probably have minor effects 
in addition to the general supportive mea- 
sures which at the same time are given 
the patient. Antibiotics should be used 
freely with the intention of preventing 
serious microbial complications. ACTH 
and Cortisone have a decisive beneficial 
effect in the severe cases and may be 
regarded as the most specific medication 
available. ACTH may be administered in 
severe cases intravenously as aqueous so- 
lution in doses of 80 to 100 units a day 
or Meticorten may be given orally, 25 mg. 
twice a day. The action of these drugs is 
to diminish the edema and swelling and 
to support circulation. Eventually these 
drugs, like propyl thiouracil, may prove 
to be more important as preoperative mea- 
sures than when solely restricted to medi- 
cal treatment. 


Surgical Treatment 

In the past only one type of surgical 
treatment was considered. This concerned 
the advisability of opening the abdomen 
in the acute hemorrhacic variety. The ob- 
jective was to drain the inflamed pan- 
creas or lesser peritoneal cavity. This 
idea is now obsolete. The procedure had a 
terrific mortality in the preantibiotic, pre- 
decompression and pre-electrolytic phase 
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of our knowledge, perhaps reaching 30 to 
35 per cent; so that surgical treatment 
met with disfavor and even among sur- 
geons a period of most intense surgical 
inaction developed. 

The only other historical phase which 
may be recounted is that in the past 
chronic pancreatitis of the severe types 
was regarded as almost an incurable dis- 
ease. Prior to fifteen years ago the op- 
erations which we consider today for that 
condition were not undertaken; such oper- 
ations as partial pancreatectomy, retro- 
grade drainage, ampullotomy and incision 
into the duct with removal of stones. 
Rather, at that time, indirect procedures 
were attempted such as splanchnicectomy 
to stop the pain. 

With the increase of facilities, with 
better knowledge about electrolyte and 
fluid replacements, with more definite evi- 
dence that pancreatitis is due to partial 
or complete obstruction with regurgitation 
of bile into the pancreatic ducts, a differ- 
ent attitude is justifiably taken by sur- 
geons. Some of them today adhere most 
violently to the conservative attitude. I 
belong to the group who feels that pan- 
creatitis is a surgical disease in the acute 
or chronic phase and that operation is in- 
dicated, but that judgment as to when 
the operation is done is a most important 
consideration. 

What are the operations which are in- 
dicated? In chronic pancreatitis it is im- 
portant to obtain pancreatic duct drainage. 
Very often in this group ampulla stenosis 
is found when exploring the common bile 
duct, and transduodenal ampullotomy will 
correct the condition with an ameliora- 
tion or absolute disappearance of their 
symptoms in 85 per cent of these patients. 
If the condition is permitted to progress 
without securing free emptying of the 
pancreatic duct, calcareous changes may 
occur. These are more difficult to reverse. 
When roentgenographic evidence of cal- 
careous changes are present stones are 
almost invariably present in the pancre- 
atic duct and the shadows are not merely 
calcium in the interstitial tissues. Stones 
may be encountered at the time of am- 
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pullotomy and if they are suspected, a 
generous incision through the ampulla 
should be made and the duct should be 
probed and the stones removed. 

If stones are numerous in the duct of 
Wirsung it may be necessary to make an 
incision directly into the pancreas as sug- 
gested by Puestow. 

When there is calcinosis, calcareous de- 
generation in the interstitial tissue of the 
pancreas, partial pancreatectomy 
have to be considered. 

When it is not feasible to obtain ade- 
quate drainage with the duodenal route, 
a partial pancreatectomy with anastomosis 
to the Roux-Y loup of jejunum can be a 
helpful operation. 

All these procedures are more or less 
direct and they are intended to correct 
the mechanical defect which brings about 
the persistence of pancreatitis. Indirect 
procedures such as vagotomy, splanchni- 
cectomy, gastrectomy (to reduce secretin) 
and choledochojejunostomy are mentioned 
as more or less obsolete and are to be 
condemned. They do not tackle the prob- 
lem directly and they do not remove the 
cause nor prevent the progress of the dis- 
ease. 

In acute hemorrhagic pancreatitis, there 
is even more debate among surgeons as 
to what role active intervention should 
play. Some feel that the patient should be 
treated conservatively and by medical 
means. I feel they should be operated 
upon unless the cause is such that it will 
automatically disappear such as acute al- 
coholism with edema of the papilla of 
Vater. Then operation may not have to be 
done. Certainly, if there is a recurrent 
attack, operation is clearly indicated. But 
if a stone is impacted in the common duct 
or there is stenosis of the ampulla of 
Vater operation is clearly indicated. The 
objective of the operation is to decompress 
the biliary tract. If feasible this means 
choledochostomy with removal of the stone 
and if the process is not too acute with 
edema around the duodenum, duodenotomy 
and ampullotomy are indicated (Figure 1). 
One of the indications for combined supra- 
and transduodenal exploration of the com- 
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Figure 1. 


ploration of the common duct, necessitates mobilization of the duodenum. 
made in the duodenum and the ampulla is cut, with the sound acting as counterresistant fixation. 


The technical maneuver adding duodenotomy and ampullotomy to a supraduodenal ex- 


A small transverse incision is 


The 


opening in the duodenum is closed with precisive care. 


mon duct is failure of the Bakes dilator 
to pass with certainty into the duodenum. 
One of the contraindications listed is the 
presence of intense edema around the duo- 
denum. Therefore, in the acute hemor- 
rhagic variety of pancreatitis decompres- 
sion may have to be of a limited type, 
either a choledochostomy if this is feasible 
or if the patient is too sick and if there 
is intense edema simply a cholecystostomy 
which does decompress the biliary tract. 

Cysts of the pancreas are most common- 
ly pseudocysts. They may be the residual 
of acute hemorrhagic pancreatitis or re- 
current attacks of pancreatitis or they 
may be the result of traumatic pancrea- 
titis. In any event, their presence de- 
mands surgical intervention, and drainage 
of these cysts results in a remarkably 
high percentage of absolute cures. In 
1928, together with Judd and Mattson, I 
reported 96 cases of cysts of the pancreas. 
The predominant treatment in this group 
was marsupialization. This is an obsolete 
operation today and it should not be done. 
The operation indicated is internal drain- 
age of the cysts into the stomach or into 
the jejunum. The technical trick of drain- 
ing the cysts is not to find a free loop of 
bowel or part of the stomach and pull it 
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over the cyst and make an open anastomo- 
sis; it is to go through a viscus, the 
stomach or jejunum or even the duode- 
num, which is already adherent to the 
cyst, to test the contiguity by needle as- 
piration, then to make an incision through 
the posterior aspect of the viscus which 
provides an automatic anastomosis. (Fig- 
ure 2) The edges may be sewed together 
to insure additional security. Then the 
opening into the stomach or jejunum is 
closed carefully with running No. 00 chro- 
mic catgut. The cyst drains out and acts 
as an accessory pancreatic duct. Rarely 
does short gastrointestinal roentgeno- 
graphic examination subsequently demon- 
strate its persistence. 

Sometimes pancreatitis is discovered at 
operation when it may or may not have 
been suspected before opening the abdo- 
men. It may be found in from 6 to 10 
per cent of operations done for benign 
lesions of the biliary tract. The findings 
which justify such a diagnosis are usually 
an enlarged hard pancreas. Rarely is fat 
necrosis present unless the attack is par- 
ticularly violent. This high incidence 
makes it essential for the surgeon to eval- 
uate carefully the state of the pancreas at 
the time of operation. When such findings 
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Figure 2. 
stomach or small intestine. 


are present the common bile duct should 
be explored. 

It is preferable to explore through a 
combined supra- and transduodenal route 
in all cases in which pancreatitis is found; 
but contraindications to opening the duo- 
denum supersede the indications and when 
the former are present the duodenum 
is not opened. Contraindications include 
(1) massive edema of the gastrohepatic 
omentum extending onto the duodenum 
and (2) debilitated or very old patients. 


Causes 

The causes of pancreatitis are multiple; 
some are obscure and debatable, others 
are very definite. At times blood-born in- 
fection, particularly viral such as mumps, 
may initiate the disease but this is among 
the least common causes. Trauma is not 
an infrequent cause and though accidental 
injury is included, trauma at operation 
from retraction, displacement, and delib- 
erate cutting is more frequent. Always, 
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The proper method of handling pseudocysts of the pancreas today is drainage into the 


however, partial or complete duct obstruc- 
tion reasserts itself as the most common 
cause of pancreatitis; that is, primary 
pancreatitis. The clinical report and the 
experimental work of Opie left an un- 
forgettable indictment against obstruction 
as the predominant factor. The common 
channel with regurgitation of bile mixed 
pancreatic juice may be necessary but ob- 
struction is the foundation of this. One 
would be naive to think because such a 
high percentage (40 per cent) of patients 
with acute pancreatitis have a history of 
intense hard liquor consumption, that the 
alcohol was so strong it caused an inflam- 
mation through the gastric wall and into 
the pancreas. The acceptable explanation is 
that the ampulla of Vater, as well as the 
gastric mucosa, becomes edematous and 
obstruction again is the major factor. 
After initiation of the process, progress 
of the disease to fibrosis, stone formation 
in the ducts, and calcareous deposits in 
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the interstitial tissue are possible and such 
changes manifest themselves clinically by 
recurrent or continuous severe symptoms. 


Diagnosis 

The diagnosis of pancreatitis is at times 
most difficult. Pain is a predominant 
feature and in its most characteristic man- 
ner it is present across the upper abdomen 
and radiates through to the back on the 
left side. Notably it may be associated 
with gall stone colics, and posterior pain 
-on the left side is suggestive of an associ- 
ated pancreatitis. In addition to this, in 
the more acute forms there are nausea 
and vomiting, rapid pulse, fever, disten- 
tion and rigidity, circulatory collapse, ede- 
ma in the left flank, exquisite tenderness 
in the upper abdomen, and in general the 
appearance of a very sick patient. These 
features may be mimicked by other con- 
ditions, and it is unfortunate that, so far, 
there is no constantly reliable test for dis- 
tinguishing them. The most reliable lab- 
oratory test under these circumstances is 
an elevated enzyme report. A serum amy- 
lase reaching from two to twenty times 
normal in Somogyi units is very signifi- 
cant but not always pathognomonic. This 
test is of evanescent value because quickly 
during the period of recovery the high 
amylase disappears from the blood and on 
the third or fourth day of the attack this 
laboratory evidence has disappeared and 
it is unlikely that an abnormal change 
indicative of pancreatitis can then be 
elicited. The elevation of the serum lipase 
endures for a longer period up to the 
fifth day but it is less likely to be ele- 
vated and as a test it is less indicative of 
pancreatitis than an elevated amylase. A 
report of 3.5 to 5 milliliter N/20 sodium 
hydroxide is positive. In addition to these 
changes the serum calcium may fall from 
a normal of 10 mgs. per cent because in 
acute pancreatitis calcium of the blood is 
withdrawn to provide saponification of the 
split fat in fat necrosis. This is rarely 
clinically apparent but the possibility of 
calcium deficiency should be known and if 
laboratory evidence shows it, it should be 
replaced. 
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In the chronic phases the diagnosis 
must be suspected more on the clinical 
symptoms, not on the objective findings 
or laboratory evidence. Positive clinical 
evidence in chronic pancreatitis is the 
presence of a mass as in cyst formation 
or a large indurated pancreas or the pres- 
ence of jaundice associated with pancre- 
atic pressure on the common duct. Lab- 
oratory evidence in the chronic phases 
consists of excess values of fat in the 
stool or roentgenographic evidence which 
when positive may show an enlarged duo- 
denal loop or displacement of a viscus or 
the disclosure of calcium deposit or stone 
by radiopaque shadows. 

Each of these types, the acute and the 
chronic, can be distinguished at the opera- 
tion. In the acute phase there is a mas- 
sive edema with fat necrosis and with the 
presence of a serosanguinous fluid in the 
abdominal cavity. In the chronic phase 
the findings are different. Fat necrosis 
is absent, there is no widespread edema or 
serosanguinous effusion but the pancreas 
itself feels firm and enlarged, usually uni- 
formly. In the final phases of chronic 
pancreatitis with fibrosis the organ may 
be shrunken and intensely hard. 

Even in those cases in which pancrea- 
titis is not suspected when the patient is 
being operated upon under a diagnosis of 
a benign lesion of the biliary tract, for 
example cholelithiasis, pancreatitis may be 
sometimes encountered. If the surgeon 
has a routine in exploring the abdomen— 
checking the spleen, the esophageal hiatus, 
the stomach, the liver, the kidneys, the 
duodenum, the gallbladder and bile ducts, 
and the pancreas—he may pick up cer- 
tain changes which would make less likely 
the persistence of symptoms after a chole- 
cystectomy resulting in postcholecystec- 
tomy syndrome. If the pancreas is hard, 
he ought to be able to detect it and that 
in itself is sufficient evidence for the diag- 
nosis of pancreatitis. 


Summary 
In a group of 445 operations on a pri- 
vate service for benign lesions of the 
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biliary tract pancreatitis was encountered 
25 times. 
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pancreatitis. 
Combined supra- and transduodenal ex- 


ploration of the common bile duct with 
ampullotomy is indicated when pancrea- 
titis is encountered at the operating table. 
Contraindications to opening the duode- 
num supersede the indications. They are 
marked edema in an acute process and 
operations on the debilitated or aged pa- 
tient. 


The medical and surgical measures are 
discussed. ACTH and cortisone are most 
helpful drugs in the acute phase and their 
effect may be highly specific. 

The objectives of surgical treatment are 


to remove the obstruction to pancreatic 
drainage which is the cause of primary 


QD 


Historical Notes 


The first issue of the New Orleans Medical & Surgical Journal was published 
in May 1844, and edited by Dr. Erasmus D. Fenner and Dr. A. Hester, ‘“‘One of the 
physicians to the New Orleans Charity Hospital.’’ The title page states that it is 
“Devoted to the Cultivation of Medicine and the Associate Sciences (Bi-Monthly)” 
and that the contents or ‘“‘Arrangements” consist of: 

“1. Original Communications, Cases and Surgical Operations Occurring in Private 
Practice. 

“2. Health of the City, with Reports from the New Orleans Hospitals. 

3. Periscope of Practical Medicine—or Spirit of the Medical Journals, Foreign 

& Domestic. 

“4. Brief Notices of Recent Medical Literature.” 

An editorial note reads: “The difficulty of starting a work like this in such a City 
as New Orleans, where there is no publishing office for books, and the cost of print- 
ing is so high, cannot be conceived. This must be our apology for the slight delay of 
our first number; as well as for any inaccuracies or defects that may be observed. 
They shall be avoided in future as far as practicable. Our subscribers may rely upon 
our firm determination and unremitted exertion to maintain this work. 
shall not be abandoned—at least until a fair experiment has been made.” 


If we live, it 





We hope our readers join with us in wishing that the “experiment’”’ continues to 
enjoy a long and successful life. 
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A General Consideration of 


Carcinoids with Presentation 


of Illustrative Cases* 


@ A review of literature on carcinoids, the pathology, their potentials 


for metastasis, and clinical aspects, with 7 case reports are given by 


a member of the Department of Pathology of Tulane University Medical 


School. 


T= purpose of this presentation is two- 
fold. Firstly, a brief general review of 
facts concerning carcinoids will be given 
stressing some of the common misconcep- 
tions held with regard to these neoplasams. 
Secondly, a group of 7 cases will be pre- 
sented to illustrate some of the features 
mentioned in the general review. 

The term carcinoid was first given to 
these neoplasms by Oberndorfer in 1907 '* 
because he regarded them as being carci- 
noma-like in their histological appearance 
though unlike carcinoma in their biological 
behavior. That this is an erroneous concept 
has been demonstrated by numerous case 
reports, '* since that time, as well as by 
53 of the case presentations to follow in 
this paper. Because of this, some '*'° have 
suggested that the term be discarded and 
a more appropriate name such as Argen- 
taffin tumor be used. 


Location 

Carcinoids occur in virtually every part 
of the gastrointestinal tract including 
Meckel’s diverticulum but excluding the 
esophagus. In addition, they have been 
reported '* in the mesentery, gall bladder, 
teratoma of the ovary, and as the so-called 
carcinoid type of bronchial adenoma.*:* 
In the gastrointestinal tract about 30 per 

* Presented at the Seventy-eighth Annual Meet- 
ing of the Louisiana State Medical Society, in 
Shreveport, May 6, 1958. 

+ Department of Pathology, Tulane University 
School of Medicine, New Orleans, La. 
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cent of extra-appendiceal carcinoids are 
multicentric.'* Dockerty? states that 90 
per cent of carcinoids occur in the ap- 
pendix, however, other authors®'* have 
series with only 50 to 70 per cent occurring 
in that organ. In an analysis of 565 extra- 
appendiceal carcinoids gleaned from the lit- 
erature, Dockerty gives their locations as 
follows: 396 ileal, 69 rectal, 25 colonic, 25 
gastric, 17 cecal, 13 jejunal, 10 duodenal, 6 
within teratomas, and 4 in the gallbladder. 
As regards those occurring in the appendix, 
Weiss and Hertzog** report that 0.15 per 
cent or about 1 out of 500 surgically re- 
moved appendices contain carcinoids; 
whereas Pearson and Fitzgerald '° report 
only 1 appendiceal carcinoid in a survey 
of 11,621 consecutive autopsy protocols. 
The discrepancy might be explained by 
assuming that carcinoids are easily over- 
looked at autopsy and may not be reported, 
but a difference of this magnitude sug- 
gests that some appendiceal carcinoids can 
give rise to symptoms leading to surgical 
removal of the appendix. Pearson and 
l'itzgerald did not state how many out 
of the 11,621 autopsy cases had previous 
appendectomy. 


Age and Sex 
Some interesting statistics with regard 
to age and sex distribution of carcinoids 
have been presented in the literature. Be- 
tween 70 ** and 87 per cent ® of appendiceal 
carcinoids have been reported in females 
in the third and fourth decades of life. 
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This high percentage in females may be 
at least partially the result of the fact 
that women of this age group are more 
likely than men to have operations during 
which an incidental appendectomy may be 
performed. In the series of 26 cases of 
appendiceal carcinoids reported by Weiss 
and Hertzog,** 14 of the carcinoids were 
discovered in appendices removed inciden- 
tally during a laparotomy, and, 85 per cent 
of their cases were females. Contrasted to 
these figures for appendiceal carcinoids, 
in Kevorkian’s® 126 cases, the persons 
with extra-appendiceal carcinoids averaged 
55 years of age and 60 per cent occurred 
in males, who had 3 times as many ma- 
lignant lesions as did females. Kevorkian 
also reported that 82 per cent of all small 
bowel carcinoids were found in males in 
the sixth to eighth decades of life, that 
69 per cent of rectal carcinoids occurred 
in females averaging 52 years of age, and 
that there was very little sex difference 
in his cases of carcinoid of the colon in 
which the average age was 60 years. A 
carcinoid with metastasis is very seldom 
discovered in a person less than 40 years 
of age.'* 
Pathology 

The origin of these neoplasms from the 
chromo-argentaffin cells (Nicolas-Kult- 
schitzky) of the intestinal mucosa has been 
well established by the exacting studies of 
Masson.'’ He demonstrated that both carci- 
noid cells and chromo-argentaffin cells con- 
tain cytoplasmic granules whcih stain with 
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Figure 1. Carcinoid of ileum (Case No 6), 
Fontana Masson silver stain. The dark staining 
around the periphery of the tumor represents sil- 
ver positive cytoplasmic granules characteristic 
of carcinoids (X260). 
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silver (Figure 1) and chromates, and, he 
pointed out other cytologic similarities be- 
tween the two as well as histologic features 
which support this concept. From his stud- 
les reported in 1928 he theorized that carci- 
noid type cells secrete a chemical substance 
likening them to endocrine glands, but 
this theory awaited proof for some twenty- 
four years before its truth began to be 
appreciated in 1952 with the first report 
which led to the recognition of the so-called 
“Carcinoid Syndrome”’.' 

Grossly, the typical carcinoid is a small, 
submucosal, yellow nodule seldom more 
than 1.5 cms. in diameter. (Figures 2 and 
3) However, they may be white, gray, tan, 
pink, brown or combinations of these col- 
ors, and though rarely more than 3 cms. 
in diameter they may attain larger sizes. 
In the appendix they almost always pre- 
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Figure 2. Gross appearance of ileal carcinoid 
(Case No. 6). Arrow points to the lesion as seen 
from the mucosal side. 





Figure 3. Gross appearance of ileal carcinoid 
(Case No. 6). Intestine has been sectioned through 
the lesion transversely and laid open like a book. 
Serosal surfaces meet near the center of the pic- 
ture. Arrow points to one of the two cut surfaces 
which appear in the picture. 
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sent as a bulbous enlargement of the distal stasized is not malignant than it is to say 


end and usually obliterate the lumen. 
The typical microscopic pattern (Figure 
4) is that of more or less rounded nests 
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Figure 4. Photomicrograph of metastatic car- 
cinoid in the liver (Case No. 7). Note that the 
characteristic histologic appearance of the carci- 
noid is maintained in the metastatic growth. A 
band of compressed liver cells is present along the 
right margin (X260). 


or sheets of polygonal or rounded cells 
with a rather foamy pink cytoplasm and 
round or oval, stippled nuclei. However, 
the cells are sometimes columnar and there 
may be a suggestion of gland formation 
or palisading. Stout'® has described a 
pattern of festooned ribbons of the cells 
in rectal carcinoids, and this was observed 
in the carcinoids of the rectum referred to 
later in this paper. The neoplasm common- 
ly infiltrates the mucosa, submucosa, and 
niuscle wall out to and including the serosa, 
and, it may be accompanied by fibrosis 
which causes kinking of the muscle wall. 
Cells comprising the tumor do not always 
stain with silver," and, it may be that this 
staining property depends on the function- 
al state in which they happen to be.'* 
There is no difference between the histolo- 
gy or cytology of those tumors which re- 
main localized and those which have meta- 
stasized. Thus, the clinician can expect 
little help from the pathologist in predic- 
ting the clinical potentialities of these tu- 
mors on the basis of microscopic appear- 
ance. This being true it would seem safe 
to regard all carcinoids as low grade ma- 
lignancies with the potentiality for pro- 
ducing metastases. It seems no more logical 
to say that a carcinoid which has not meta- 


an epidermoid carcinoma of the skin which 
has not metastasized is not malignant. 


Malignancy 

Ritchie and Stafford ' reported that 37.9 
per cent of 332 cases of carcinoid tumor 
collected from the literature had meta- 
stases. However, the percentage of cases 
with metastases varies widely depending 
on the location of the primary. It is diffi- 
cult to obtain any figure on the percentage 
of appendiceal carcinoids which metasta- 
size, but just taking as an example the 
report of Pearson and Fitzgerald '* and 
that of Horn® which together give more 
than 100 carcinoids of the appendix with no 
metastases the figure could be estimated to 
be less than 1 per cent. About 24.47 to 
29° per cent of small intestine carcinoids 
metastasize; whereas 12 per cent * of rectal 
carcinoids, and as many as 84 per cent * of 
colonic carcinoids are associated with meta- 
stases. One reason given for the high rate 
of metastases of carcinoids in the colon 
is that they can grow for a long time and 
reach a large size before producing any 
symptoms which would lead to detection. 

Sites to which carcinoids may metasta- 
size '* include first of all regional nodes, 
and in descending order of frequency liver, 
serosa of intestines, and other abdominal 
nodes. Metastases have also been reported 
in the heart, lungs, mediastinal nodes, pan- 
creas, spleen, kidneys, adrenals, ovaries, 
testes, bone marrow, brain, dura, and soft 
tissue, including subcutaneous tissue and 
skeletal muscle. 


Clinical 

Carcinoids easily escape detection. When 
in the appendix, symptoms of appendicitis 
may be present but in slightly over one half 
cf the cases carcinoids of the appendix are 
discovered incidentally.** Carcinoids else- 
where in the gastrointestinal tract are also 
discovered incidentally in most cases, and 
when they produce symptoms in all likeli- 
hood metastases have already occurred. 
The symptoms most often produced are 
those of intestinal obstruction which is 
usually the result not of the size of the 
tumor but of the kinking of the bowel 
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which it causes. Other symptoms include 
nonspecific bowel disturbances or symp- 
toms suggestive of far advanced cancer. 
Sometimes gastrointestinal bleeding may 
be the presenting complaint. 


The most definite signs and symptoms 
leading to a preoperative suspicion of carci- 
noid were described in 1953 by Isler and 
Hedinger.* These signs and symptoms are 
now known as the “carcinoid syndrome’”’. 
The carcinoid syndrome is a rather bizarre 
clinical picture resulting from the effects 
ef a chemical, serotonin (enteramine, 5 
hydroxytryptamine), secreted by some of 
these tumors. This intriguing syndrome 
has been widely publicized since first de- 
scribed, and tests ''.'*'" have been devised 
for measuring the excretory product, 5 hy- 
droxyindoleacetic acid, (5 HIAA) in the 
urine. It was first described as accompany- 
ing a carcinoid of the small intestine with 
metastasis to the liver. Apparently meta- 
stases or at least a fairly large tumor mass 
is necessary before enough of the chemical 
is secreted to cause symptoms. Practical 
use could be made of this fact by periodical- 
ly testing the urine for 5 HIAA following 
resection of a carcinoid. If positive, the 
test would indicate that in all likelihood 
metastasis had occurred. 

There are a large number of articles 
written about serotonin and a lot of ex- 
perimentation has been done on this chemi- 
cal but much information is still lacking. 
Of the many animal tissues tested it has 
been found in highest concentration in the 
gastrointestinal tract where it is localized 
in the enterochromaffin (chromo-argentaf- 
fin) cells.” It is known to exist in relatively 
high concentrations in blood platelets and 
has been demonstrated in lung tissue, in 
mast cells of the skin, and in the brain. 
Its physiological significance in these dif- 
ferent tissues has not been completely eluci- 
cated though many theories have been pro- 
pounded. Some think it is at least partially 
responsible for the development of allergic 
symptoms. The function of serotonin in 
the brain and the possibility of its im- 
portance in the causation of mental dis- 
turbances has stimulated much research. 
The theory held by some that the substance 
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does not easily pass the blood brain barrier 
is given as the reason for lack of symptoms 
referable to the central nervous system in 
the “carcinoid syndrome’. Serotonin has 
been found in high concentrations in carci- 
noids, and when it is injected intravenously 
many of the signs and symptoms of the 
syndrome are reproduced. There is a small 
amount normally present in the blood, but, 
it is mainly trapped within the platelets. 
Small amounts (2 to 9 mg./24 hrs.) '' of its 
end product, 5 HIAA, may be found in 
the urine of normal individuals, and the 
amount in the urine varies with a person’s 
intake of tryptophan. 

The characteristic findings of “‘carcinoid 
syndrome” include vasomotor disturbances, 
intestinal hypermotility, bronchoconstric- 
tion, cardiac involvement (endocardial fib- 
rosis and valvular deformities), absence 
cf hypertension, prolonged clinical course 
(as long as thirteen years) |’, and a large 
nodular liver when metastasis has occurred 
te that organ. Symptoms may include 
sudden flushing of the skin, an unusual 
type of patchily distributed changing cya- 
nosis, abdominal cramps, diarrhea, vomit- 
ing, cough, dyspnea and wheezing. This 
clinical picture is not common; to my know- 
ledge no reports have been presented as 
yet which give any accurate figure on its 
incidence. Kevorkian” states that 1 of his 
126 carcinoid cases presented the “carci- 
noid syndrome”, but says that he made no 
attempt to evaluate his cases for the pre- 
sence of this syndrome. 

Treatment of carcinoids is surgical ex- 
tirpation of the lesion with a margin of 
normal tissue to insure against local re- 
currence and metastases. Simple appen- 
dectomy is sufficient when the tumor is in 
that organ. When the primary is in the 
rectum and consists of small (less than 2 
cms.) submucosal nodule local resection 
through the proctoscope with fulguration 
of the base has been deemed adequate.! Pri- 
maries elsewhere should be subjected to 
segmental resection. At the time of sur- 
gery, if there are small resectable meta- 
stases, these should be removed as well as 
the primary. Although this approach may 
appear unconventional, patients have been 
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known to survive for years after such sur- 
gery, and even after resection of the pri- 
mary when large nonresectable liver meta- 
stases were found. In this connection it 
‘is important for the surgeon to get a frozen 
section if he has any reason to suspect a 
carcinoid since a case otherwise judged 
inoperable may not be inoperable if the 
tumor is a carcinoid. 

The prognosis of carcinoids in general is 
fairly good and when the primary lesion is 
_in the appendix it is excellent. These neo- 
plasms usually grow slowly and a number 
of patients have survived for years even 
after detection of metastases. On the other 
hand, in some cases the involvement is 
widespread when the patient is first seen 
end death may follow in a very short time. 
in spite of the voluminous literature on 
this subject a search for data on the 5 
year survival rate of patients with carci- 
noids failed to reveal any adequate studies 
en this question. 


Case Reports 

All of the following cases except No. 7 
have been selected from carcinoids en- 
countered in a private practice of patho- 
logy during the past three years. No at- 
tempt, therefore, has been made to report 
all such cases presented for examination 
during this time. These cases were picked 
as more or less typical examples of carci- 
noids, and, they illustrate facts presented 
above concerning location, age and sex of 
cccurrence, gross and histological appear- 
ances, metastases, and clinical picture. 


Case No. 1.—Carcinoid of appendix without in- 
flammation. 

Clinical: An adult white female was admitted 
to the hospital with a clinical diagnosis of acute 
appendicitis; appendectomy was performed. 

Pathology: Gross: The specimen consisted of a 
normal size appendix with bulbous, yellow distal 
end. The distal end on cut sections showed oblitera- 
tion of the lumen by homogeneous, bright yellow 
tumor tissue. Microscopic: Carcinoid of distal 
end of appendix. Neoplastic cells extend through 
all coats of the appendix. No evidence of active 
inflammation. 


This is an example of the typical appear- 
ance of a carcinoid in its most frequent 
location and typical also is the lack of 


inflammation. The sex of the patient con- 
forms with the sex of greatest incidence. 


Case No. 2.—Carcinoid of appendix with acute 
inflammation. 

Clinical: A 69 year old white female was ad- 
mitted to the hospital with the clinical diagnosis 
of acute appendicitis; appendectomy was» per- 
formed. 

Pathology: Gross: The specimen was a diffuse- 
ly enlarged appendix with purulent exudate on 
the serosa and within the lumen. No tumor mass 
was identified grossly. Microscopic: Acute sup- 
purative appendicitis with tiny submucosal car- 
cinoid in distal end. 

In this case though not conclusive the 
findings suggest that the carcinoid was an 
incidental occurrence. Because of its lo- 
cation and small size it seems likely that 
it had nothing to do with the causation of 
symptoms. In addition, the case brings 
cut the fact that elderly people also have 
appendiceal carcinoids. 

Case No. 3.—Rectal carcinoid E 

Clinical: A 46 year old colored female was found 
to have a secondary anemia of unexplained etiolo- 
gy. Stools were positive for occult blood, and, 
proctoscopy was performed to rule out a rectal 
or sigmoid lesion as the source of blood loss. At 
proctoscopy .the only lesion noted was a small 
nodule in the submucosa of the rectum. This was 
removed and submitted for examination. 
Pathology: Gross: An 8 mm., hemispherical, 
rubbery grayish white nodule was received. Micro- 
scopic: Carcinoid ef rectum lying within sub- 
mucosa, involving mucosa in several tiny areas and 
extending to margins and base of excised tissue. 

Comment: Wider local excision was recommend- 
ed. 

Follow-up: At repeat proctoscopic examination 
the area was healed and the exact site of the 
lesion could not be detected. No more tissue was 
removed. Now, five months later, the patient is 
still slightly anemic and no definite etiology has 
been discovered. There are no symptoms referable 
to the bowel. 

Case No. 4.—Rectal carcinoid 

Clinical: A 60 year old female nineteen months 
previously had a segmental resection of the sig- 
moid colon for multiple adenomatous polyps, one 
of which showed adenocarcinoma. During routine 
proctoscopic check-up a small submucosal nodule 
was noted in the rectum. It was removed locally 
and submitted for examination. 

Pathology: Gross: A 1 em. soft, tan nodule was 
received in two parts. Microscopic: Carcinoid of 
rectum lying within submucosa and extending to 
margin and base of excised tissue. 
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Comment: Wider local excision was recommend- 
ed. 

Follow-up: Repeat proctoscopic exam on this 
also failed to reveal the exact site of the 
lesion and no more tissue was taken. Now, five 
months later, she has no symptoms referable to 
the bowel and the urine is negative for 5HIAA. 

These two cases illustrate the most com- 
mon way in which a carcinoid is detected 
in the rectum. In both cases the lesion 
was an incidental finding. The gross ap- 
pearance was typical of carcinoids of the 
rectum, and microscopically they showed 
the festooned ribbons of cells, as described 
by Stout.'® Another noteworthy point is 
the fact that both patients were females 
past 40 years of age as is most common 
for rectal carcinoids. A feature of special 
interest in case No. 4 is the fact that the 
carcinoid occurred as a second primary. 
Pearson and Fitzgerald '* found that 40 
per cent of 29 carcinoid cases seen at au- 
topsy had a second primary. Contrasted 
to this, Warren and Gates! report that 
only 1.84 to 3.7 per cent of all cancer cases 
have two different primaries. The 
nificance of Pearson and Fitzgerald’s find- 
ing must await further study. 


case 


sig- 


Case No. 5.—Cecal carcinoid 

Clinical: An 80 year old colored female was ad- 
mitted to the hospital with symptcms of acute in- 
testinal obstruction. Past revealed that 
for the previous three years she had intermittent 
bouts of severe abdominal cramps with diarrhea, 
weakness and perspiration, for which 
no definite cause could ever be demonstrated. A 
mass was palpable in the right lower quadrant. 
At operation a mass was noted in the cecal wall 
involving serosal fat in the region of the ileocecal 


history 


excessive 


valve. The surgeon resected the terminal ileum, 
cecum, and appendix, and part of the ascending 
colon. 

Pathology: Gross: 25 ems. of distal ileum with 


adjoining cecum, appendix, and 12 ems. of ascend- 
ing colon were received. The ileum was dilated. 
In the cecal wall impinging on the ileocecal valve 
there was a 2.5 cm., partially calcified, pinkish 
brown, soft nodule which lay within the submu- 
cosa and extended through the muscle wall of 
the bowel into the serosal fat involving the ileo- 
colic mesentery. The appendix was not remark- 
able. Microscopic: Carcinoid of cecum extending 
through muscle wall! into serosal fat and invading 
a regional node. 

Follow-up: The patient discharged 
week later after an uneventful postoperative 
course and has been asymptomatic during the fol- 


was one 
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lowing 10 months. Qualitative examination of the 
urine for 5HIAA was negative when performed at 
weekly intervals for three weeks during the ninth 
month after operation. 

This case had intestinal obstruction which 
is the most common picture for a patient 
to present when symptoms are produced by 
an extra-appendiceal carcinoid. As is us- 
ually the case when obstruction occurs, her 
tumor had already metastasized. Also, the 
patient was elderly as is most often true 
in malignant carcinoid cases. There is no 
way of being certain that this patient had 
the “carcinoid syndrome” but her history 
of unexplained bouts of severe cramping 
and diarrhea with prostration certainly 
suggest the possibility of a serotonin ef- 
fect. These episodes could have been the 
result of recurrent bouts of partial intesti- 
nal obstruction but the clinical picture was 
uot entirely typical of such prior to her 
last admission. The presence of calcium 
in the carcinoid of this patient is certainly 
an unusual finding, and, such has not to 
my knowledge been previously reported. 

Case No. 6.—Ileal carcinoid 

Clinical: A 56 year old white female presented 
herself with pain in the right lower quadrant 
and was found to have blood in her stool. Radio- 
logic examinations including gastrointestinal ser- 
ies and barium enema, suggested the presence of 
a tumor in the ileocecal region. 
negative. 


Proctoscopy was 
Past history revealed that the patient 
four years previously had an appendectomy and 
hysterectomy. At surgery the terminal ileum, ce- 
cum, and portion of ascending colon were removed. 

Pathology: Gross: A segment of ileum 15 cms. 
in length with cecum and ascending colon 11 cms. 
in length was received. In the ileum, 2 cms. from 
the ileocecal valve there was a firm, bright yellow 
submucosal nodule 1.3 cms. in diameter. This yel- 
low tissue infiltrated through the muscle wall into 
the serosal fat and into a regional lymph node. As 
an additional finding there was a submucosal lipo- 
matoid mass 2.5 ems. in greatest dimension at the 
ileocecal valve which formed the head of a pro- 
lapse into the cecum. Microscopic: Carcinoid of 
ileum invading through muscle wall into serosal 
fat and into lymphatic channels. Metastasis to 1 
regional lymph node. 

Follow-up: Three months after this operation 
the patient developed bleeding from the rectum 
and proctoscopy revealed a fungating lesion of the 
rectum 13 ems. from the anus. A segmental resec- 
tion of the -rectosigmoid was performed and the 
pathology report was “Adenocarcinoma of the rec- 
tum”. It has only been two weeks now since this 
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last operation, and, her course during this very 
short time has been uneventful. 

This case again illustrates that when 
symptoms are present extra-appendiceal 
-earcinoids are usually malignant. Her les- 
ion was a very typical bright yellow, sub- 
mucosal nodule. Probably of most interest 
ir this case, as in Case No. 4, is the presence 
of a second primary. 

Case No. 7.—Carcinoid of colon (autopsy) 

Clinical: A 67 year old white male was ad- 
mitted to the hospital with signs and symptoms of 
- intestinal obstruction eight months prior to final 


admission. Operation at that time revealed inop- 
erable malignancy of the hepatic flexure with 
metastasis and direct extension to the liver. By- 


pass ileotransverse colostomy was performed. On 
final admission the patient was extremely cachectic 
and a clinical diagnosis of intestinal obstruction 
was made. Medical treatment was instituted, and 
the patient expired two days later. 


Pathology: Gross: There was a large, firm, 
grayish white tumor mass involving the three 
layers of the hepatic flexure and invading the 


liver. There were regions of necrosis in the tumor 
with an area of perforation through it and gener- 
alized peritonitis. Metastatic grayish white no- 
noted in the liver, regional lymph 
nodes, diaphragm, and lungs. The tricuspid valve 
was thickened. Microscopic: Carcinoid of 
with metastasis to regional lymph nodes, 
diaphragm and lungs. 


dules were 
colon 
liver, 


Since the diagnosis of carcinoid was not estab- 
lished until the time of autopsy, no studies of the 
urine for 5 HIAA were performed. A review of 
the history at this time revealed no symptoms 
which could have been caused by the secretion of 
serotonin, 

The patient again was elderly, as is usual- 
ly the case in malignant carcinoids. The 
primary attained a rather large size and 
metastasized rather widely emphasizing 
the fact that colonic carcinoids tend to 
reach an advanced stage before producing 
clinical findings. The thickening of the 
tricuspid valve as reported by others was 
also seen in this patient. Circulating sero- 
tonin has been postulated as causing the 
valvular thickening. The thickening has 
been reported as occurring on the right side 
of the heart only, and this is used as evi- 
cence for the theory that serotonin is de- 
toxified in the lungs. The only reported 
case in which left sided involvement was 
also present was one in which there was 
an interventricular septal defect. 


14 


Summary 

A brief general review concerning carci- 
noids has been given with a consideration 
of the origin, iocation, occurrence, gross 
and histological appearances, frequency 
and location of metastases, clinical picture, 
treatment, and prognosis of these neo- 
plasms. Seven illustrative cases have been 
presented. 


Conclusions 

1. Carcinoids are low grade malignan- 
cies whether or not metastases are present. 

2. These neoplasms are most common 
in the appendix but may occur anywhere 
in the gastrointestinal tract except the eso- 
phagus, and in addition, have been found 
in the mesentery, gallbladder, teratoma of 
the ovary, and as the so-called carcinoid 
tvpe of bronchial adenoma. Next to the 
appendix in frequency of occurrence are 
primaries in the ileum, then rectum, and 
then colon. 

3. The patient’s presenting symptoms, 
the size, and the location of the lesion are 
more dependable criteria on which to base- 
prognosis than is the histological pattern 
of the neoplasm. 

4. When extra-appendiceal, if the car- 
cinoid produces symptoms it is more likely 
to be accompanied by metastases than if 
found incidentally (like most malignan- 
cies). 

5. The carcinoid syndrome is a _ well- 
established entity and its presence depends 
on the output of serotonin by the carcinoid. 
The end product of serotonin, 5 hydroxyin- 
doleacetic acid, can be tested for in the 
urine. 

6. The treatment of carcinoids is sur- 
gical. 

7. The prognosis without metastasis is 
excellent but with metastases must be 
guarded. 
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Among the laws governing the practice of medicine in Louisiana, in 1844, the 
New Orleans Medical & Surgical Journal cites an “act of the Legislative Council! 
and House of Representatives of the Territory of Orleans, passed and approved 
March the 23rd, 1808. This act prohibited any person or persons from presuming 
to practice Physic, Surgery, or the professicn of an Apothecary, in the Territory 
of Orleans, without first exhibiting evidences of competency, by producing a diploma 
from some respectable University or other Medical School, in which he may have 
pursued his studies. The Candidate was requested to exhibit his diploma to the Ma; or 
of the City of New Orleans, who was authorized to select four Physicians, or as 
many Surgeons of the City, distinguished for their literary and scientific attainments, 
who should examine the candidate publicly and grant him a certificate, if found 
duly qualified, signed by the four examiners and the Mayor, who should cause the 
seal of the City to be affixed to said certificate.” 
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V esprin in The Treatment 


of Chronic Mental Illness 






@ Results of trial of a new drug on 100 patients, chosen at random 
in a mental hospital from schizophrenic and geriatric groups, are 


reported in detail. 


HEMOTHERAPY of mental illness has 

received tremendous impetus in recent 
years because of the variety and number of 
drugs introduced which appear useful for 
the treatment of psychotic patients. The 
phenothiazine derivatives have been of par- 
ticular interest because of their wide range 
of pharmacalogic activity '° and their re- 
ported beneficial effects on psychotic symp- 
ioms.*** Chlorpromazine is the most fa- 
miliar of these compounds and it has been 
widely used in the treatment of psychotic 
Recently, a number of newer 
phenothiazine compounds have been re- 
ported to effect the resolution of delirium, 
hallucinations, and delusions in a signifi- 
cant number of patients.. One of these 
new compounds is Vesprin, or triflupro- 
mazine. 


states.°' 


Vesprin has been under study at the 
East Louisiana State Hospital since July 
26, 1957. Up until the completion of this 
study, 100 patients were treated with this 
agent. The results of the study indicate 
that Vesprin is valuable, particularly in 
the schizophrenic patient, even the chronic 
case. 

The experience with Vesprin at this in- 
stitution is briefly described in this report. 


Methods and Materials 

The Patients 

The patients included in this study were 
chosen at random from one unit of the 
hospital. Schizophrenia was the diagnosis 

Deceased. 

+ Psychologist East 

Jackson, Louisiana. 


Louisiana State Hospital, 


C. F. O'BRIEN, M.D.* 
C. W. G. ANDERSON, M.A.* 


Jackson, Louisiana 


in 49 younger individuals among 100 pa- 
tients studied. Senile psychosis or chronic 
brain syndrome associated with cerebral 
arteriosclerosis occurred in the remaining 
51 patients, all of whom were over 55 
years of age. 

All of these patients had been hospital- 
ized for relatively long periods of time 
(from several months up to forty years). 
All had received previous psychiatric treat- 
ment without improvement. Previous 
treatments included electro-shock therapy, 
metrazol therapy and insulin coma treat- 
ment, as well as treatment with chlorpro- 
mazine and reserpine. No patient was in- 
cluded in the study, however, who had 
received tranquilizing drugs for one month 
prior to initiation of treatment with Ves- 
prin. No patient was included who was 
receiving any kind of medication such as 
digitalis or insulin. 

Procedures 

Prior to administration of Vesprin, each 
patient was interviewed and a pretreatment 
rating was made of certain personality 
and mental traits (see below). A complete 
blood count was also taken and values for 
serum alkaline phosphatase and serum 
bilirubin were determined in every case. 
(Blood values in each of the 100 patients 
were within normal limits prior to institu- 
tion of treatment with Vesprin). 

After treatment with Vesprin was begun, 
interviews, always by the same investiga- 
tors, were conducted with the patients four 
times a month. During these interviews, 
ratings were again made of the traits 
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selected for evaluation, for each of the 
four weekly observation periods for every 
month of treatment. Serologic studies were 
repeated at six and twelve weeks after 
medication was started. 

The personality and mental traits se- 
lected for evaluation and the criteria fol- 
lowed for their rating were: 

1. Cooperation—that shown by the pa- 
tient in following ward routine and gen- 
eral activities of the hospital; 

2. Activity—that shown by the patient 
in caring for his own needs and in par- 
ticipating in ward activities without hyper- 
activity ; 

3. Hallucinations—as 
usual psychiatric sense; 

4. Delusions—as defined in the usual 
psychiatric sense; 

5. Social rating—the sociability of the 
patient as shown by the absence of with- 
drawal from contacts and isolation of 
himself. 

Ratings were scored as follows (when 
compared with pretreatment ratings of 
each trait). 

0 — drug discontinued for any reason 

1 — no improvement 

2 — slightly improved 

3 — improved 

4 — markedly improved 

At the completion of the study period 
(514 months) a final tally was made of 
the number of rating periods during which 
improvement had occurred, regardless of 
whether or not the patient had been treated 
for the full period of study. 


defined in the 


Medication 

Vesprin was administered orally as a 
tablet and/or intramuscularly as a solution 
throughout the study period. Originally, 
the dosage for the schizophrenic group 
(Group 1) was 50 milligrams, orally, three 
times a day; and that for the geriatric 
group (Group 2) was 10 milligrams, orally, 
three times a day. Doses were adjusted 
during the course of study according to 
patient response. Total daily doses were 
no less than 30 milligrams and no more 
than 300 milligrams. During the initial 
six weeks of the study, the maximum 
daily dose was 150 milligrams. 
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Vesprin was discontinued in any patient 
exhibiting side effects lasting for more 
than twenty-four to forty-eight hours. 


Results 
Improvement in the traits evaluated in 
the schizophrenic patients in (Group 1) 
and in the geriatric group (Group 2), with 
Vesprin, are summarized in Tables 1 and 2, 
respectively. 


The number of patients from Group 1 
showing improvement in each category is 
statisically significant at either the 1 per 
cent or the 5 per cent level.* Group 2 
showed less favorable results. While rela- 
tively few patients of the total series 
showed more than slight improvement dur- 
ing any one rating period (of one week), 
no patient showing improvement failed to 
hold his gain while on medication. Some 
patients who were taken off medication, 
continued to hold their gains after medi- 
cation had ceased. (One patient not in- 
cluded in this series improved during treat- . 
ment with Vesprin and showed further 
marked improvement after Vesprin was 
withdrawn because of the development of 
extrapyramidal symptoms). 


Seventeen of the 49 schizophrenic pa- 
tients (Group 1) and 11 of the 51 geriatric 
patients (Group 2) completed the entire 
treatment program of over five months. 
Whereas only 3 of those 17 from the 
schizophrenic group failed to show any 
improvement, 11 geriatric patients treated 
for the full course of study did not improve 
during any observation period. Roughly 
half of the improved ratings scored for 
the schizophrenic group as a whole occurred 
in the 17 patients treated full time (Tables 
1 and 3). There was no consistent corre- 
sponding ratio of improved ratings for 
the geriatric patients (Tables 2 and 4). 


Serologic determinations: 

The serological determinations at six 
and twelve weeks after the beginning of 
treatment revealed no blood dyscrasias and 
no increase in serum alkaline phosphatase 
levels above the normal range (1 to 4 
Bodansky units). Serum bilirubin levels 





* As described by Guilford (9). 
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TABLE 1 


IN IN GROUP 1 (49 SCHIZOPHRENICS *) 
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For 3 or 
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Total No. 
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Trait 


Evaluated For 1 period For 2 periods 











Total No. 
Improved 


For 3 or 
more periods 











Cooperation | 14 5 6 25 (51%) 20 
Activity 122~“‘i‘z C;S 3 27 (55%) 18 
Hallucinations ae 7 2 1 8 (16%) 37 a 
Delusions 5 2 1 “8 (16%) 37 
Sociel A 4 2 20 (40%) 25 
® Drug was discontinued too soon in 4 patients to permit any rating. or 
TABLE 2 
SUMMARY OF RESULTS WITH VESPRIN IN GROUP 2 (51 GERIATRIC PATIENTS *) 
ee ” VU ~ a 


Unimproved 
Patients 





































Trait 


Evaluated For 1 period For 2 periods 





Total No. 
Improved 


For3sor 
more periods 












Cooperaticn 1 0 3 4 (8%) 41 (80) 
Activity 1 2 BQ a )Y~:”:C OC 71B*) 
Hallucinations “oO ©° 0. 0 0 (0%) 45 (88) 
Delusions .§ #08 a Oo! 0 (0%) 45 (88) 
Social j§. 2 0 1 85%) 42 (82) 
~ * Drug was discontinued in 6 patients before any rating was made. SS ai 
TABLE 38 
SUMMARY OF RESULTS WITH VESPRIN IN 17 PATIENTS FROM GROUP 1 
TREATED FOR THE ENTIRE PERIOD OF STUDY (5144 MONTHS) 
aia “Ma. af Patiosns hacia Improvement is seis —— 


Unimproved 


Patients 















































































Cooperation 7 2 4 13 4 
Activity 8 3 3 14 3 
Hallucinations 3 0 1 4 13 
Delusions 2 1 1 4 13 
Social 7 2 2 11 6 
TABLE 4 
SUMMARY OF RESULTS WITH VESPRIN IN 11 PATIENTS FROM GROUP 2 
TREATED FOR THE ENTIRE PERIOD (5% MONTHS) 

_ oo _ ~~ No. of Patients Improved engin : 
Trait Total No. No. 
Evaluated For 1 period For 2 periods For 3 periods Improved Unimproved 
Cooperation 0 0 2 2 9 
Activity 0 0 2 2 9 
Hallucinations 0 0 0 0 11 
Delusions 0 0 0 0 11 
Social 0 0 2 9 














stayed within normal range, except in one 
patient in whom the reading at six weeks 
was 2.9 mg./100 ml. (about three times 
normal). Despite this increase in serum 
bilirubin, there were no clinical signs of 
jaundice in this patient and no accompany- 
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ing rise in serum alkaline phosphatase. 


Nonetheless, 
immediately. 


Side Effects 


Vesprin was 


withdrawn 


Side effects developed in more than half 


of the patients. (See Table 5). 
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TABLE 5 











INCIDENCE OF SIDE REACTIONS 
Side Reaction Incidence of Occurrence 
Group 1 Group 2 
Lethargy 13 26% 12 24% 
Debility and weight loss 7 14% 11 22% 
Excessive perspiration 1 2% 1 2% 
Muscle cramps 4 8% 0 0 
Edema 2 4% 1 2% 
Parkinsonianism 0 0 0 O 
Extrapyramidal 2 4% 1 2% 
Serum bilirubin elevated 1 2 0 0 
Convulsions 0 O 1 2% 
Photesensitivity 0 0 0 0 
Clinical jaundice 0 0 0 0 
Serum alkaline phosphatase 
elevated 0 0 0 Oo 
Dyscrasias 0 0 0 0 


In some cases, particularly in the elderly 
group, these effects appeared on a dosage 
of 30 milligrams; whereas in other patients 
receiving 300 milligrams there were no 
reactions. When side effects persisted for 
twenty-four to forty-eight hours, medica- 
tion was withdrawn. More than one side 
effect was present in a number of patients. 
The principal reasons for discontinuance 
of treatment are given in Table 6. Medica- 
tion was withdrawn in 8 cases in Group 1, 
and in 17 cases in Group 2, for reasons 
unrelated to Vesprin treatment (Table 6). 


TABLE 6 
REASONS FOR DISCONTINUING VESPRIN 























Prime Reason for Withdrawal Group 1 Group 2 
Convulsions 0 1 
Lethargy 11 12 
Muscle cramps 4 0 
Debility and weight loss 6 10 
Excessive perspiration 1 0 
Edema 1 1 
Serum bilirubin elevated 1 0 
Extrapyramidal symptoms 1 0 
Physical illness (unrelated) 

such as suspected tubercu- 

losis, surgery, ulcers, severe 

gastritis 5 8 
Furlough 1 5 
Family request 1 0 
Refused medication 1 0 
Transferred 0 2 





With the exception of one patient, there 
were no signs of convulsive behavior. 
Reactions such as hypotension, photosensi- 
tivity and blood dyscrasias did not occur 
in any case and there were no clinical signs 
of jaundice. 
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Discussion 

On the basis of the finds in this study, 
Vesprin is apparently of value in the treat- 
ment of chronically ill schizophrenic pa- 
tients. The patients included in this series 
had failed to respond to any method of 
therapy previously given, including treat- 
ment with chlorpromazine and/or reserpine, 
electro-shock therapy, insulin coma and 
metrazol therapy, yet a significant num- 
ber of them improved during treatment 
with Vesprin. (In some instances they 
improved to such an extent that they might 
have been released from the hospital had 
there been family or other resources avail- 
able to permit such release). Furthermore, 
the dosage of Vesprin required for effec- 
tive treatment was smaller than that of 
promazine, chlorpromazine and reserpine, 
previously employed at this institution. 

The absence of serious toxic reactions 
such as jaundice and agranulocytosis is 
particularly notworthy, as is the absence 
of hypotension. The effectiveness of Ves- 
prin in small dosages and its lack of serious 
toxicity would indicate that it is suitable 
tor prolonged treatment, with proper ad- 
justment of dosage to minimize the occur- 
rence of lethargy, extrapyramidal symp- 
toms, and such other side effects as have 
been encountered in its use. 

The results of this study are less en- 
ccouraging for the use of Vesprin in the 
treatment of the geriatric patient with 
senile psychosis or chronic brain syndrome 
associated with cerebral arteriosclerosis. 


Summary 

One hundred psychotic patients have been 
treated with Vesprin in total daily doses 
ranging from 30 to 300 milligrams over 
a period of five and a half months. Of 
the 100 individuals treated, 49 were schizo- 
phrenic patients and 51 were geriatric 
patients with senile psychosis and or- 
ganic brain syndrome. A _ significant 
number of schizophrenic patients improved 
in the traits evaluated during treatment; 
that is, in cooperation, activity, hallucina- 
tions, delusions, and social behavior. Less 
encouraging results were achieved in geri- 
atric patients. 

No serious side effects such as agranu- 


19 








VESPRIN—O’BRIEN, ANDERSON 


locytosis or jaundice occurred. Hypoten- 
sion or photosensitivity did not develop. 
Convulsive. behavior was observed in one 
patient. An elevated serum bilirubin was 
‘ determined in one case, but this was un- 
accompanied by any rise in serum alkaline 
phosphatase or clinical signs of jaundice. 
Other side effects such as lethargy, extra- 
pyramidal signs, weakness, weight loss, 
and muscle cramps were seen. 

It is concluded that Vesprin, when ad- 
_tiinistered under proper supervision, is a 
relatively safe therapeutic agent for use 
in mentally ill patients and that it is par- 


ticularly valuable in younger schizophrenic 
patients, even those considered to be 
chronically ill. 


References 

1. Viaud, P.: J. Pharm. and Pharmacol. 6:361, 1954. 

2. Courvoisier, S. et al.: Arch. Int. Pharmacodyn. 92: 
305, 1953. 

3. Delay, J. et al.: Ann. Med-Psychol. 110:267, 1952. 

4. Bovet, D. et al.: Compt. Rend. Soc. Biol. 144:514, 
1950. 

5. Lehmann, H. E. and Hanrahan, G. E.: Arch. Neurol. 
and Psyehiat. 71:227, 1954. 

6. Lehmann, H. E.: Canad. M.A.J. 72:91, 1955. 

7. Goldman, D.: J.A.M.A. 157 :1274, 1955. 

8. Goldman, D.: Amer. J. Med. Sci. 235:67, 1958. 


9. Guilford, J. P.: Fundamental Statistics in Psychol- 
ogy and Education, New York, McGraw-Hill, 1950. 


State of Health 


From the July 1944 issue of the N.O.M. & S.J.: 


“The health of our city has been as good as usual, since the date of our last 
number. The customary diseases of the season, such as Cholera-Morbus, Diarrhea, 
Dysentery, Remittent and Intermittent Fever, and Whooping Cough, have prevailed, 
but not to an extraordinary extent. Upon inquiry of many physicians who command 
a large business, there appears to have been but little doing in private practice. The 
admissions into the Charity Hospital have been pretty numerous, but these are 
derived chiefly from the followers of the sea and the river, who being unacclimated, 
are apt to suffer from the early appearance of warm weather. Their exposure to 
the sun on the Levee probably renders them more liable to get sick, than the mechanics 
and shop-keepers of the city. The diseases for which there have been the greatest number 
of admissions into the Hospital were the following, in the order named, viz:— 
Intermittent fever, Rheumatism, Dysentery, Diarrhea, Ulcer, Contusion, Syphilis, 


Gonorrhea, Gastritis, Phthisis, Bronchitis. 


“The weather has been for the most part warm and showery. Since the first of 
July it has been exceedingly hot and sultry, the thermometer frequently reaching 
ninety degrees in the shade, which is very uncommon in this place.” 


Shall we blame the change in our July weather on the atom bomb? 
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Cytomegalic Inclusion Disease: 


Another Cause For Neonatal Jaundice 


@ An uncommon disease, with symptomatology resembling that of 
toxoplasmosis, in a newborn infant, is the first case to be reported 


from Louisiana. 


| the past decade there have been a num- 
ber of patients with generalized cyto- 
megalic inclusion disease reported from 
several sections of this country. This dis- 
ease, although uncommon, is often associ- 
ated with jaundice, hepatosplenomegaly, 
cerebral calcifications and hemorrhagic 
manifestations in the newly born infant. 
The case history recorded here is of in- 
terest because it is the first reported from 
Louisiana. 


Case Report 

Clinical and Laboratory Observations: E. C., a 
female weighing 2612 grams (5.7 lbs.), was a 
product of a normal spontaneous labor at approxi- 
mately 38 weeks’ gestation on April 6, 1958, at 
Our Lady of the Lake Hospital, Baton Rouge, 
Louisiana. Pregnancy was uneventful except for 
a mild influenzal-like illness two months prior to 
delivery. The mother was a healthy 22 year old 
white female who had one previous pregnancy ter- 
minating in a normal full term male infant. Pre- 
natal serologic tests for syphilis were negative. 

Immediately after birth the infant was noted 
to have a dusky hue with scaling of the skin. 
A fine tremor was observed in all extremities. 
The only medication given was one milligram of 
Vitamin K (synkamin) shortly after birth. 

Sixteen hours after birth icterus developed with 
a total serum bilirubin level of 20.5 milligrams 
per cent. Peripheral blood picture was normal. 
Two hours later extensive pectechiae and ecchy- 
moses were noted in addition to hepatosplenomega- 
ly. Fresh hemorrhages were also observed in the 
anterior chambers of the eyes. No evidence of 
isoimmunization was demonstrable; infant and 
mother were Group B, Rh positive and the Coombs’ 
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test was negative. Bleeding and coagulation times 
were normal, platelet count 100,000 per cubic 
millimeter (although the accuracy of the count 
was in question because of the concentration of 
the blood), and the prothrombin-time was less than 
10 per cent of normal. There was 2 plus albumin- 
uria. 

Initially erythroblastosis was considered as a 
possibility to account for the icterus, hepatospleno- 
megaly, and bleeding tendency. When the labora- 
tory data failed to support this diagnosis con- 
genital thrombocytopenic purpura was considered, 
although this is not ordinarily associated with 
jaundice. The icterus was then considered to be 
due to one of the following diseases: toxoplasmo- 
sis, cytomegalic inclusion disease, neonatal hepa- 
titis, sepsis, or hemorrhagic disease. 

At thirty hours of age serum bilirubin remained 
20 milligrams per cent, blood culture was sterile, 
prothrombin activity had increased to 40 per cent 
of normal (after a second dose of one milligram 
of Vitamin K), and prothrombin consumption time 
was 125 seconds. Ophthalmological consultation * 
confirmed the presence of anterior chamber hem- 
orrhages. The fundi appeared normal although 
it was impossible to examine adequately the en- 
tire retina because of the hemorrhages. Radio- 
graphs of the skull revealed faint periventricular 
calcifications. Spinal fluid was xanthochromic 
with 5600 crenated R.B.C. per ml* and 128 milli- 
grams per cent of protein; no toxoplasma organ- 
isms were demonstrable in the sediment. Both the 
patient’s and the mother’s Sabin-Feldman tests + 
for toxoplasmosis were negative. Stained urinary 
sediment obtained at thirty-two hours of age was 
subsequently reported as showing the presence of 
epithelial inclusion bodies. Mother’s saliva was 
stained, but no inclusion bodies were seen. 

The infant was given penicillin, chlorampheni- 





* Ophthalmoscopic exemination done by Dr. A. 
B. Cross, Baton Rouge, La. 

+ Performed at Communicable Disease Center, 
U.S.P.H.S., Chamblee, Ga. 
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col, and cortisone, but therapy apparently had no 


influence on the course of the disease. No new 
ecchymoses appeared and those present were grad- 
ually subsiding. By the morning of the third day 
- of life ecchymoses were subsiding and the in- 
fant’s condition appeared improved but during the 
day her condition deteriorated. She became list- 
less, cyanotic, refused oral feedings and expired 
62 hours after birth. 

Pathological Observations: Autopsy { was per- 
formed one hour after death. The body weighed 
2,650 grams. The skin was icteric, dry and scaly. 
The liver and spleen were enlarged and congested 
weighing 186 grams and 21 grams respectively. 
The heart was flabby and weighed 25 grams. In 
the lungs there was minimal focal atelectasis. 
Focal areas of calcification were present through 
the mid brain and basal ganglia along the line of 
the lateral ventricles. A fibrinous type of exudate 
was found over the basal areas of the brain. There 
were no other gross abnormalities. 

Microscopic examination of the tissues revealed 
a few inclusion bodies in bronchiolar epithelial 
Round cell infiltration was present in the 
liver with evidence of chroric hepatitis and bili- 
ary duct obstruction. 


cells. 


Cytomegalic inclusions were 
scattered diffusely through ductal epithelial cells. 
Kidneys demonstrated focal areas of chronic in- 
flammatory changes with numerous cytomegalic 
inclusions in tubular cells. The brain contained 
scattered focal necrotic areas with calcification 
adjacent to the ventricles; a few inclusion bodies 
were seen in these areas. 

Anatomic diagnoses were as follows: cytomegal- 
ic inclusion disease involving salivary glands, pan- 
creas, brain, kidneys and liver; chronic passive 
congestion of kidneys, spleen and liver; toxic myo- 
earditis and with 
brain. 


necrosis, calcific deposits in 
Discussion 

A virus has been isolated from urine, 
aqueous humor, and liver biopsy speci- 
mens in patients with generalized cytome- 
galic inclusion cell disease.' Neutralizing 
antibodies to the virus have been obtained 
from pooled human serum" and comple- 
ment fixing antibodies have been observed 
in a high percentage of adults.-- Smith ®* 
has isolated an intranuclear inclusion- 
forming virus from cytomegalic inclusion 
disease (generalized salivary gland virus 
disease) which is similar to the human 
salivary gland virus. This virus is wide- 
spread and may produce many inapparent 
infections. Rowe* and associates were 
able to isolate human salivary gland virus 
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from mouth swabs of 13 of 21 apparently 
well young children with serum comple- 
ment-fixing antibodies, and from the urine 
of 7 of 8 of these virus-positive children, 
indicating that dissemination of the virus 
beyond the salivary glands occurs fre- 
quently in children without symptomatic 
cytomegalic inclusion disease. They dem- 
onstrated viruses in some children for as 
long as twenty-four months after antibody 
was known to be present, but failed to recov- 
er virus from the mouths of 26 children 
without complement-fixing antibody. Sera 
from 50 newly born infants and 17 
adults with complement-fixing antibody 
were negative for salivary gland virus. 
The antibodies present in the neonates 
were probably passively acquired from 
mothers. Farber and Wolbach in 1932° 
reported intranuclear and cytoplasmic in- 
clusions in the submaxillary gland in 12 
per cent of a series of routine autopsies. 

Cytomegalic inclusion cell disease has 
been reported frequently from southern 
areas of the United States. Fifty-two 
(52) of a total of eighty-nine (89) pa- 
tients reported up to 1950 were from the 
St. Louis area.” Despite such proximity 
our patient is the first reported from 
Louisiana. A cursory survey disclosed an- 
other questionable case in a two month 
old colored infant from an adjacent par- 
ish (West Baton Rouge). This infant 
was admitted to Charity Hospital, New 
Orleans, and died as a result of diarrhea 
with dehydration. Intranuclear inclusions 
were noted in bronchial cells at autopsy. 
The anatomic diagnosis was bronchopneu- 
monia with cytomegalic inclusion disease 
considered as a possibility. 

Just as in many other infections, such 
as Coxsackie viremia, rubella and toxo- 
plasmosis, the infective virus in cytome- 
galic inclusion disease is apparently much 
more lethal to the immature tissue of ne- 
onates than to older individuals. Neonatal 
generalized cytomegalic inclusion disease, 
with its devastating effects, presumably 
results from unrecognized infection of 
the pregnant mother with transplacental 
migration of the virus. In the neonatal 
period the disease occurs more frequently 
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in premature infants and is associated 
with an extremely high mortality. Mark- 
ham? has demonstrated a much greater 
susceptibility of the guinea pig fetuses 
than young term guinea pigs to the sali- 
vary gland virus of guinea pigs. 

In older infants cytomegalic inclusion 
disease is associated with diverse clinical 
histories or often with another illness, 
such as severe diarrhea or interstitial 
pneumonia. Rarely, disseminated nuclear 
inclusions are observed in adults from gen- 
eralized salivary gland virus infections. 
These infections are usually terminal phe- 
nomena and may represent viral dissemi- 
nation as a result of debilitation from 
some other primary disease. 

Characteristically generalized cytomegal- 
ic inclusion disease occurs in premature 
infants and is characterized by jaundice, 
thrombopenia, purpura, hemolytic anemia, 
hepatosplenomegaly, cerebral calcifications 
and signs of central nervous system in- 
volvement. Chorioretinitis has been re- 
ported occasionally. Since this entire 
symptomatology can be produced by toxo- 
plasmosis, a negative Sabin-Feldman dye 
test should be obtained to rule out toxo- 
plasma infection. Presence of inclusion 
bodies in the urinary sediment is generally 
accepted as confirmatory evidence of in- 
clusion cell disease. 

Morphologically the disease is character- 
ized by specific cellular gigantism with 
cells up to 35 microns in diameter. The 
nuclear inclusions are large, granular, 
acidophilic, or metachromatic usually sin- 
gle and surrounded by a halo. The cyto- 
plasmic inclusions are basophilic, numer- 
ous, and often localized in one position of 
the cell. These inclusion-containing cells 
tend to occur in the epithelial-lined spaces 
of various organs such as kidneys, liver, 
lung and pancreas. Examination of the 
stained urinary sediment is positive when 
the characteristic cells are shed from the 
renal tubules. During the course of the 
disease, however, these cells may be shed 
irregularly and the sediment at times may 
be negative. It has been suggested that 
gastric washings should also be examined 
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when the disease is suspected since the 
stomach may contain cells from the sali- 
vary glands, lung or upper gastrointesti- 
nal tract.® 

Radiographically cerebral calcifications 
may be seen along the lateral ventricles. 
This periventricular patterning is typical 
of cytomegalic inclusion disease, differing 
from the diffuse calcific deposits through- 
cut the brain seen with toxoplasmosis. 
Darnelle® suggests that the deposits of 
calcium along the lateral ventricles may 
reflect the intrauterine age at which the 
disease occurred. Periventricular matrix 
is still active in late intrauterine life; 
whereas the remaining ventrex reaches 
maturity by the third intrauterine month. 
Mercer” has noted that there may be 
sclerosis of the shafts of the long bones 
with diminished density at their ends. 
Neuhauser '! states, however, that this 
type of osteosclerosis can occur in any 
premature infant and is not specific for 
inclusion cell disease. ' 

Margileth '* suggests the importance of 
making a diagnosis of generalized cyto- 
megalic inclusion disease early in life be- 
cause elevated serum biliruben levels are 
frequently present and brain damage from 
kernicterus may be prevented by exchange 
transfusions. Mothers who have given 
birth to one infant with generalized cyto- 
megalic inclusion disease are likely to have 
normal infants in subsequent pregnancies. 
No instances of successive pregnancies 
terminating in infants with the disease 
have been reported.'* 


Summary 

A small infant developed jaundice, 
thrombopenia, ecchymoses, hepatomegaly, 
splenomegaly and signs of central nervous 
system irritation in the early neonatal 
period. Studies revealed no sepsis or iso- 
immunization. Radiographs demonstrated 
intercranial calcifications distributed along 
the lateral ventricular system. Examina- 
tion of the stained urinary sediment re- 
vealed typical inclusions. Post mortem ex- 
amination confirmed the presence of this 
disease. 
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Historical Notes 


Even in July 1844, the editors of medical journals had the same difficulties to 
surmount as exist today. We quote: 

“On sending forth our second number, we find ourselves still somewhat in arrear 
of our time, but it has been unavoidable. We are satisfied our readers will not utter 
a word of complaint, if they form any just conception of the difficulties with which 
we have to contend. We must be permitted to express our gratification at the kindness 
and favor with which our first number has been received, judging from the flattering 
notices elicited from news paper press in this and other places, and the numerous 
congratulations we have received from correspondents throughout the country. We 
can assure our subscribers and the entire professicn in the Southwest, that if they 
wish to see a Medical Jounal maintained in this place, they must not withhold 
their prompt and liberal support.” 

There is no need to put the last line in Italics! 
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Hydrocele of the Canal of Nuck; 


Report of Case 


@ A review of the literature indicates that no more than 350 cases 
of this type of hydrocele have been recorded. The author explains 
the probable reasons for this paucity of reports. 


YSTS in or about the round ligament are 

very rare, as a review of the literature 
indicates. Hence, because of the paucity 
of reported cases and the lack of enough 
awareness of the condition, this case is 
being reported. 

The largest number of cases, most recent- 
ly collected, were described by Counsellor 
and Black of the Mayo Clinic.' The first 
comprehensive review of the literature 
was an analysis by Coley in 1892,? who 
included a report of 30 cases. A review 
of all the available literature indicates 
that no more than 350 cases at most 
have ever been collected. 


Description 

Cysts in the inguinal region of the fe- 
male, in proximity to the round ligament, 
may arise in the canal of Nuck or about 
the exterior of the round ligament. The 
hydrocele is an exact counterpart of the 
encysted hydrocele in the male. The canal 
of Nuck corresponds to the vaginal proc- 
ess of the peritoneum in the male. These 
cysts are lined by cells similar to that 
found in the peritoneum and therefore are 
secretory. They may be found as accumu- 
lations of fluid anywhere along the round 
ligament, as discreet and isolated. How- 
ever, they may also be seen as continuous 
with the peritoneum and in this instance 
the fluid accumulation may be so great 
that the cyst extends upwards retroperi- 
toneally or downward into the labia major. 


Classification of Types 
The commonest type of cyst in this re- 
gion in the female is the encysted isolated 
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accumulation of fluid in the canal of Nuck 
corresponding to the encysted hydrocele in 
the male spermatic cord. In this instance, 
there is no peritoneal communication, and 
the cyst is intimately adherent to the 
round ligament as it rests in the inguinal 
canal. Its immobility in this region may 
serve to distinguish it from an inguinal 
hernia. 

The next most frequent type corre-. 
sponds to the congenital hydrocele in the 
male which communicates with the peri- 
toneal cavity. This type has been de- 
scribed by Coley, but few of this type 
have been reported in subsequent reviews. 
The best embryological review of the sub- 
ject is by Costello and Gilette.* 


Diagnosis 

The most important condition with 
which hydrocele of the canal of Nuck may 
be confused is hernia. Actually, were the 
condition kept in mind, it should be rela- 
tively easy to differentiate. The charac- 
teristic cystic elastic feeling of the mass, 
which cannot be replaced within the ab- 
domen, and the constancy of size should 
be suggestive. Other than hernia, two 
other conditions, with which it may be 
confused and which must be excluded, are 
lipoma and lymph nodes. The lower in 
the inguinal canal that the mass is found, 
the more likely it is to be a cyst. In the 
cases reviewed by the Mayo group, diag- 
nosis was found to be difficult because, 
as was occasionally the case, the hydro- 
cele was frequently found with hernia 
and it was the hernia that claimed prior 
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attention. The hydrocele then becomes an 
incidental finding. In those rare instances 
wherein the hydrocele is continuous with 
the peritoneal cavity, diagnosis then be- 
comes most difficult because the cyst is re- 
ducible. Hydrocele of the canal of Nuck 
may occur on either side and in any posi- 
tion, from the internal to the external 
ring of the inguinal canal and even into 
the labia major. 

Other conditions with which it may be 
confused are the rare tumors of the round 
ligament as reported in the review of the 
literature by Kershner and Shapiro.‘ Large 
cysts can be transilluminated. 


Report of Case 

Sister M. L., colored female, age 47, complained 
of a lump in the right groin that she thought was 
moveable. She had no pains at all. The discovery 
was accidental. 

The petient was tall and obese, weighing 188% 
pounds, with a moderate panniculus of the lower 
abdomen. The mass was definitely palpable as a 
rounded mass in the region of the external in- 
guinal ring on the right side. It measured about 
3 cm. in diameter and appeared to be rather super- 
ficial. There was some mild degree of tenderness 
present on palpation. The mass was only slightly 
moveable. It could not be reduced into the abdo- 
men. No inguinal glands were palpable. She was 
too obese to make transillumination of the tumor 
possible. The preoperative diagnosis rested be- 
tween lipoma and hernia. 

At operation, the usual inguinal herniotomy in- 
cision was made and upon approaching the tumor, 
it was found to be cystic. The external oblique 
muscle and fascia were incised, exposing the en- 


tire inguinal canal area. A large cyst, 3 cm. in 
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diameter and attached to the round ligament, was 
found. It was freed, together with the remnants of 
the round ligament, and excised. A very small in- 
guinal hernia was also discovered. It was repaired. 
The closure was otherwise uneventful. 

Pathological Report—The cyst was lined with 
peritoneal type cells. The cyst, because of location, 
was of the canal of Nuck. 


Summary and Conclusions 

The frequency of the incidence of hy- 
drocele of the canal of Nuck is unknown. 
The scarcity of reported cases, even from 
large clinics, may suggest that few cases 
are reported because the hernia, when 
present, enjoys the main attention. When 
the hydrocele is small or located within 
the inguinal canal, it presents a diagnostic 
problem, especially when pain is present, 
because incarceration of hernia cannot al- 
ways be excluded. When the cyst is large 
or the patient not too obese, it is possible 
to recognize its fluidity by transillumina- 
tion. Removal of the cyst should be a 
simple matter, but because of its frequent 
association with hernia, the surgical pro- 
cedure should be essentially the same as 
for inguinal hernia. 
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Of Imagination All Compact” 


@ Since 1946, Dr. Clark has been Professor of English at Centenary 


College and since 1953, Head of his Department. 


He has taught 


at the University of Oklahoma and Northwestern (Oklahoma) State 


College. 


His Ph.D. is from Oklahoma and he has done graduate 


study at Princeton University and Princeton Theological Seminary. 


Medieval and Renaissance Drama 
James Joyce his hobby. 


Lovers and madmen have such seething brains, 

Such shaping fantasies, that apprehend 

More than cool reason ever comprehends. 

The Lunatic, the Lover, and the Poet 

Are of imagination all compact: 

One sees more devils than vast hell can hold, 

That is, the madman: the lover, all as frantic, 

Sees Helen’s beauty in a brow of Egypt: 

The poet’s eye, in a fine frenzy rolling, 

Doth glance from heaven to earth, from earth to 
heaven; 

And as imagination bodies forth 

The forms of things unknown, the poet’s pen 

Turns them to shapes, and gives to airy 
nothingness 

A local habitation and a name. 

Such tricks hath strong imagination, 

That, if it would but apprehend some joy, 

It comprehends some bringer of that joy; 

Or in the night, imagining some fear, 

How easy is a bush suppos’d a bear! 


O spoke Duke Theseus in Midsummer 

Night’s Dream, long before Freud began 
the invention of a new language and a new 
myth by which to express, and, when fort- 
unate, to relax certain tragic human ten- 
sions known of old. You, gentlemen, with 
that new language and new myth, deal 
much with “strong imagination,” and with 
helping the bewildered to distinguish bush 
from bear. I am to speak of the influence 
your language has already exerted upon 
the creative literature of our day. 

I should say at the outset that I have 
never been psychoanalyzed, nor have I made 
systematic study of the works of Freud, 


* Presented at the Seventy-eighth Annual Meet- 
ing of the Louisiana State Medical Society, in 
Shreveport, May 6, 1958. 
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Jung, Adler, Rank, or Reik. Yet their lan- 
guage and thought-frames have so pro- 
foundly affected the literature with which 
I must deal as a teacher, that I have had 
to follow at least some of what you have 
learned. 

Before I show you a small sampling of 
the influence your language has had on 
the writers of our time, two things should 
be understood. First, although the writers 
and you both seek to understand the human 
psyche, or soul, your purposes differ. Yours 
is the cure of souls which have been dam- 
aged more than have most. You strive to 
exorcise the neurosis or the psychosis and 
leave your patient whole, even as the an- 
cients sought to cast out devils. The writer, 
on the other hand, seeks not to cure but 
only to understand the terrors and the 
struggles of the soul and show them to 
those who will read. He is more interested 
than are you in the so-called normal than 
in the abnormal. But you have already 
taught him that the line between the two 
is not fixed as firmly as he had once thought 
and that the understanding of the abnormal 
is a somewhat direct road to the under- 
standing of the normal. Perhaps none of 
us will ever decide with assurance wheth- 
er Hamlet was normal, but most of us 
will continue to find something of our- 
selves in him. 


The second needful understanding is 
this: For all your new and useful language, 
you have not invented quite as much 
as you have let others believe. You have 
your new way of speaking, but the stuff 
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you speak of is the same mixed-up human 
nature that Sophocles and Saint Paul and 
Shakespeare, and their fellows were dis- 
playing centuries before your Id, Ego, and 
Super-Ego became linguistic common- 
places. They spoke in different metaphors, 
but the essence of the speech was the 
same. From whence came the labels of 
your “Oedipal feelings” and “Electra com- 
plexes” but from the intuitive dramatist 
of antiquity? It is the Jocasto of Sophocles 
who says, “But fear not thou touching 
wedlock with thy mother. Many men ere 
now have so fared in dreams also.” ' Freud 
himself noticed that Shakespeare had giv- 
en his Portia a “Freudian slip” as she be- 
trays her wish for Bassanio: 


One half of me is yours, the other half is yours, 
Mine own, I would say; but if mine, then yours, 


And so all yours. 


Had this been written in our time, we 
would smile with satisfaction at recog- 
nizing the Freudian influence, even as we 
do when Eugene O’Neill in his Mourning 
Becomes Electra makes Lavinia substitute 
the name of her father, Adam, unconscious- 
lv for that of her husband, Peter. What, 
after all, is Plato’s metaphor of the docile 
white horse, the rebellious black horse, and 
their driver in the Phaedrus but your Ego, 
Id, and Super-Ego in an earlier version? 
Or what is Saint Paul’s cry, “The evil that 
I would not, that I do,” but the represen- 
tation of the unsuccessful struggle of Ego 
and Super-Ego to control Id? Do not Cali- 
ban, Ariel, and Prospero in Tempest com- 
pose the same basic myth? And what is 
the Calvinist’s “Original Sin” but your 
ld, before you had the word? Although 
you have invented a language, and a help- 
ful one, you have not invented the life it 
deals with, and not even a completely new 
view of that life. When on his seventieth 
birthday, Freud was called “the discoverer 
of the unconscious,” he meticulously cor- 
rected the speaker, saying, “The poets and 
philosophers before me discovered the un- 
scious. What I discovered was the scien- 
tific method by which the unconscious can 
be studied.” * And when Thornton Wilder 
at another time asked Freud why psycho- 
analysis had appeared relatively so late 
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in human culture, Freud answered, “Yes, 
but the poets have always known it.” ? 
So, if I must walk humbly before you who 
are specialists in a peculiar language and 
myth, you in turn should walk humbly 
before the intuitions of the writers upon 
whom you have built that language and 
myth, and who have long recognized, 
though they spoke in different tongues, the 
importance of the very things which are 
important to you as you strive to cast out 
the demons of our time. 

And now for the influences which you 
in turn have upon the writers of our time. 
I must leave out of account the critics and 
the poets, not because they are unimport- 
ant nor because they are untouched by your 
psychology, for both the critics and the 
peets seem more self-consciously touched 
by it than are others, but only because I 
lack time and because I know less about 
them than about the novelists and drama- 
matists. 


Despite the inaccuracies one courts by 
applying characteristic labels to chrono- 
logical periods and despite the exceptions 
one must make in applying them, I shall 
risk three such labels for three periods of 
the influence of the new depth psychology 
within my own memory. The first begins 
roughly with the outbreak of the first 
world war and lasts to the late twenties of 
the century. I shall call it the Period of 
the Freudian Fad. The second is the de- 
cade of the thirties, which I shall name the 
Period of Diverted Attention. The third 
includes the forties and fifties. This, I 
shall call the Time of Acceptance. 


The Period of the Freudian Fad was a 
hot hurly-burly of flaming youth living it 
up in a new sexual freedom which they 
assumed Freud would approve. He, because 
he had shared in the removal of the taboos 
about sexual discussion, was their great 
prophet, much misunderstood. The voice 
of such youth was heard best in the work 
of F. Scott Fitzgerald, especially in The 
Great Gatsby, but more typically, perhaps, 
in Lewisohn’s The Case of Mr. Crump or 
Huneker’s Painted Veils. Opposing flam- 
ing youth and its prophet was an equally 
intemperate and emotional group. It felt 
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i'reud to be an incarnation of the devil and 
either panicked into smear words about 
him or sought to laugh him out of account. 
In its works, psychoanalysts were either 
futile comics or pathetic esoterics gone 
wrong. A smaller group was composed of 
the few open-minded and thoughtful who 
took time to study what Freud and his 
colleagues really meant and then used what 
they learned to display the complexity of 
human beings. Here Eugene O’Neill in the 
theatre and James Joyce in the novel were 
stars of first magnitude, and Waldo Frank, 
Floyd Dell, Sherwood Anderson, though of 
lesser brilliance, were also important. 


In the thirties, the Period of Diverted 
Attention, the same three reactions could 
still be found, but the heat of battle had 
passed to other fields. The fanatics were 
now arguing for or against Marx rather 
than Freud. With their passionate noisi- 
ness turned to other things, the earnest 
could for a time study, evaluate, and ap- 
propriate the new psychological techniques 
for their work. By the end of the decade, 
war was crowding the new psychology 
still further from the center of attention. 
It was no time to coddle even one’s favorite 
frustration. Action rather than introspec- 
tion was the need. 

O’Neill’s Mourning Becomes Electra, at 
the beginning, and Joyce’s Finnegans Wake, 
at the end, were perhaps the greatest pro- 
ductions of this period. Both show full 
awareness of depth psychology, Joyce using 
it in the dream structure of ambivalent 
desires and judgments, and O’Neill by em- 
phasizing the continual force of the un- 
conscious. A writer could by this time 
assume that his more intelligent readers 
would understand psychological vocabulary 
and symbols and that they would raise 
no great hostility. Even in the writings of 
the lesser lights, the psychoanalyst was 
less frequently the target for lampoon. 
The better writers were using his insights 
straight. 

We are now in the Time of Acceptance. 
Writers of all kinds and qualities are using 
the concepts, the language, and the sym- 
bols of depth psychology as a matter of 
course. There is still some propaganda, but 
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it is now for the sane application of psy- 
chiatric insights to penology and criminal 
law, as in Myer Levin’s Compulsion and 
Traver’s The Anatomy of a Murder. The 
psychology itself is rarely in question. 
Writers make increasing use of the interior 
monologue, and more and more they report 
not only the censored public words of their 
characters but also the currents of un- 
censored free thought which flow beneath 
Joyce’s brilliant use of these techniques in 
Ulysses in the mid-twenties is frequently 
imitated but not yet surpassed. Dreams in 
rovels are multiplying. Although I keep 
no exact statistics on my casual reading, 
which includes a good deal of trash, I would 
guess that two of every three paperback 
novels outside detective and science-fiction 
now contain dreams by which the reader 
is expected to understand something about 
the wishes and the frustrations of the 
dreaming character. In works of more 
serious import, the dream has also come 
to its own. Joyce’s Finnegans Wake is 
written wholly as the free association of a 
dream. In it the unconscious strives to 
evade the censor and rise to awareness, 
but never quite makes it. But the Wake 
is much more than the dream of a fictional 
individual. Joyce uses also the Jungian 
concepts of myth and racial memory. Fin- 
negans Wake is the troubled dream of man- 
kind rather than the dream of a man. 
Symbols of Freudian import are also bur- 
geoning. The late Ludwig Lewisohn in 
his In a Summer Season evokes sexual 
awareness by reference to “green spear-like 
leaves and bell flowers.” * In Ulysses, Nel- 
son’s pillar, and the fiery Saint Columban- 
us become sexual bodyings forth. In Him- 
mel’s The Rich and the Damned, a strange- 
ly possessed character must have a light 
burning always beneath his dead mother’s 
portrait. In Compulsion, Levin uses the 
material of the notorious Leopold-Loeb 
crime and interprets the forcing of the 
victim’s body into a narrow culvert in 
terms of the criminals’ sexual psychopath- 
clogy. The symbol of the glass unicorn 
with its broken horn is basic in Tennessee 
William’s The Glass Menagerie. One could 
multiply such examples indefinitely. In 
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Finnegans Wake, the use of language with 
punning multiple suggestions of meaning 
follows closely the insights of Freud’s study 
of wit and its relation to the unconscious. 

On the stage, William’s The Glass Men- 
agerie and Streetcar Named Desire and 
Arthur Miller’s The Death of a Salesman 
are notable displays of the motivation of 
the unconscious. They would have been 
impossible for either audience or writer 
before the basic acceptance of your myth. 
So firmly established is this acceptance of 
‘depth psychology that a writer in Time a 
year or two ago wise-cracked, “Novelists 
are beginning to be inhibited by fear that 
their novels will not parse psychologically.” 

I turn now from the mere names of 
works which show the influence of your 
language to examine the kind and amount 
of this influence in a typical contemporary 
novel, not one of the rare best, nor yet 
one of the over-abundant worst. I choose 
The Great World and Timothy Colt first 
published in 1956. In it, Louis Auchincloss 
deals with the conflicting pressures upon 
a rising young man in a law firm that has 
become big business. The book develops 
along the usual lines of the financial-success 
-at-price-of-soul’s-satisfaction theme, and 
shows no particular debt to your lan- 
yuage until it is about half through. But 
from the middle on, the influence is fre- 
quent. David, an interior decorator, lack- 
ing something of normal masculinity, is 
as much in love with Eileen, the daughter 
of the ruthless senior member of the law 
firm, as his weakness permits. When he 
calls her “The one true flower in a paste- 
board world,” she replies, 

“Maybe it’s because I don’t fit into your pre- 
conception of what women are.” 

“They’re all spiders to me, aren’t they, Miss 
Freud?” he retorted, immediately irritated again. 
“Tarantulas, or lobsters with giant claws? Cas- 
trating claws?” 

“Do you ever see them as disinterested?” 

“What’s more castrating than that!” he cried 
and then paused. ... “You are disinterested. 
It’s why I could never have an affair with you.” 
(pp. 161-162)°5 

A little farther on, Larry, a young get- 
aheader, is speaking with Timothy, the 
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protagonist, about Timothy’s marital un- 
happiness with Ann: 


“|. . Who the hell does she think she is, I'd like 
to know, dragging herself around with a face a. 
mile long? She’s jealous, that’s all! Now that 
you’re beginning to hit the big league, she wants 
to suffocate you in a steam bath of neuroses!’ 
(p. 182) 

Still later, David, the decorator, thinks of 

Ann who has confided her worries to him: 


What business, really, did such a creature have 
to come barging into his life with her luminous 
reproach, making him feel the very throb of her 
wounds? Was she a woman hurt as he wanted 
women to be hurt and did he take the guilt 
of her wishes on himself? Was that what a 
psychiatrist would say? Or was he really, in 
some wild, perverted fashion, falling in love 
with her? (pp. 210-211) 
Timothy later discusses Eileen, the other 
woman in his triangle, with David. They 
are at a party at which Eileen has sur- 
rounded herself with pseudo-intellectuals. 
Timothy bursts out, 
“She wears a liberal opinion as if it was a new 
hat.” 
“So you’ve found... that to Eileen appear- 
ance is everything. Taste is God. That hers is 
the profoundest kind of superficiality. She must 
dress well, walk well, eat well, think well, pray 
well. Not to the eyes of others, but to her own. 
It makes for a wearing life. Because she’s an 
exacting judge.” 
“T suppose it’s all a substitute for something,” 
Timmy said uneasily. (p. 217) 
Eileen, it should be mentioned, is a divorcee. 

After a trial scene in which Timothy has 
confessed to malfeasance in a trust and 
enlarged his guilt beyond strict truth, he 
and Ann discuss their situation. He thinks 
of himself as corrupted and exclaims, 


“It’s a dirty business, you know.” 
“But you’re going to fight it!” she exclaimed 

. You’re going to fight it and win!” ... 
“What makes you so sure?” 

“Because you’re not that Timmy Colt any 
more!” 

“What Timmy Colt? 

“The society lawyer! ... The trouble shooter 
for Dale. . . . The slick man of the world!” 

He stared back, astonished at her violence. 
“Was that the way you saw me?” 

“Wasn’t it how you wanted to be seen?” 

“Why?” 

“Because a Timmy like that could be ruined, 
couldn’t he? A Timmy like that could be de- 
stroyed?” ... 

“You mean I did it subconsciously?” 
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“On the contrary. It was entirely conscious. 
I bet you had to make yourself give the Fibre 
Company to George!” 

“And if I did? What do you deduce? Why 
should I have?” 

“To punish yourself.” She paused again,.. . 
“For killing Mr. Knox.” .. . 

“But I didn’t kill Mr. Knox,” he said quietly. 

“Only in your fantasy, ... Which I suppose 
is the realest place to kill people. If you have 
to kill them at all.” 

“It isn’t a nice thing to do, is it?” 

“It isn’t a nice thing to think. But we can’t 
help what we think. That’s the point.” (pp. 
274-275) 

Later, when they are talking again, Timo- 
thy says, 

“IT thought I had played my little scene in 
court of my own free will. ... That it was my 
decision. As a sort of reparation to Eileen. I 
thought if it was that, I would not be ashamed 
to come back to you. But if it was self-destruc- 
tion, self-indulgence, the things we talked about 
once, if I had ruined myself and you and the 
boys for my own selfishness, then I didn’t know 
how to face you.” (p. 304) 

Here the death-wish, the conflict of Than- 
atos with Eros is obvious. A moment later, 
efter Timothy has explained the difficulty 
he will now have in getting employment 
for which he is trained, Ann exclaims, 

“Timmy, I don’t mind anything if you can 
believe in yourself. If you can give yourself 
credit for what you did.” ... “Only this once! 
. . . Just believe it this once. Of course, we’re 
complicated, and our motives aren’t clear. But 
there are still moments, Timmy. Moments above 
the damn subconscious. Like the moment when 
you told the judge the truth!” (p. 305) 


I need not comment to men of your pro- 
fession upon either the language of these 
quotations or on what they reveal of the 
writer’s interest in depth psychology. The 
point is that the writer expects his ordi- 
nary lay readers to follow it too. 

The influence of the new psychology is 
greater still in a novel of more stature late 
last year. It is James Gould Cozzens’s 
By Love Possessed.® I would state its theme 
thus: Our unconscious urges, which are 
usually sexual at base, when unsuccessfully 
repressed or incompletely sublimated, rise 
like demons, wearing the innocent masks 
ef various kinds of love. The book is a 
careful stripping away of these masks 
until the whole mixture of human motives, 
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the ugly with the beautiful, lies before 
the reader, to produce in him a catharsis 
of pity and fear. With few exceptions, the 
characters are such people as one meets 
almost every day, and yet even the most 
normal, most stable, and most mature of 
them, are, or have been, demon-possessed, 
the prey of unconscious and semiconscious 
emotional urges which are or have been 
beyond the grasp of their intellect and 
beyond the control of their conscious will. 
The masking appearances of love vary 
from the unqualified animal attractions of 
sex, through romantic love of man and 
woman, love of family, love of friends, and 
love of community and place, to the very 
love of man for his mysterious God. Yet 
every such love is shown to cover some- 
thing which the character displaying it 
does not wish to recognize about himself. 
The people range from Arthur Winner, 
the good man of superior mind, who in 
his fifties matures enough to realize and 
accept the difficult human condition stoi- 
cally, through old Noah Tuttle, who mis- 
uses trust funds to save his friends, yet 
touches no penny for himself, and who, 
despite a prudishness which will not permit 
sexual talk, loves sentimentally the psy- 
chically injured old-maid secretary, on 
through this old maid, Helen Detweiler, 
who at eighteen suffered trauma by the 
drowning of her parents and who, because 
she has morbidly assumed that they de- 
served their death because of nasty sexual 
relations, has protected herself from all 
sexual approach by a life of extreme de- 
votion to her young brother who is thereby 
smothered, on through Julius Penrose who 
has compensated for polio-crippling in his 
prime by playing God with his great know- 
ledge, on through Ann Winner, the over-tall 
girl who convinced herself that she hated 
boys and beat them at their sports, but who 
is saved for normality by Arthur Winner’s 
love; on through Warren Winner, Arthur’s 
dead son by a first marriage, the “bad boy” 
who had to have attention at any price and 
who becomes a personification of the death- 
urge; on through Brophy from the wrong 
part of town, who will compensate for not 
belonging by becoming a judge and a good 
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judge too, on through Marjorie Penrose, 
a bundle of uncontrolled urges, physically 
passionate and hysterically unstable, who 
wants to love God, but who with her guilt 
‘complex, also wants and incurs pain and 
humiliation of the basest kind, down to the 
half-wit girl on trial for killing her new- 
born child and loving every minute of the 
attention she is getting. 

I have noted over a hundred places where 
unconscious emotional motivations are de- 
scribed, sometimes in the very language 
“you have popularized, although Mr. Cozzens 
is not as intent on the sounds of that 
language as upon its substance. The con- 
flict of the psyche, torn between the plea- 
sure and the reality principles is described 
at least eighteen times. The guilt feeling 
with unconscious wish for punishment re- 
curs at least twelve times. Repressions are 
surmised and described at least fourteen 
times. Psychotic compulsions appear eight 
times or more. Recognizable Oedipal feel- 
ings are shown at least seven times, al- 
though the term is not used. The death- 
wish, with the conflict of Eros and Than- 
atos is recognizable four or more times. 
Anxieties are mentioned five times; rev- 
eries and fantasy, four times; compensa- 
tions, twice; hysteria, twice; and evasive 
rationalization, once. The feeling of not 
belonging as an unconscious motivation is 
mentioned definitely in two cases, and its 
effects are described several more times. 
Ambivalence is shown repeatedly. Two 
characters are given Freudian slips of 
tongue, and a dream of the principal char- 
acter is left to the reader’s interpretation. 
Psychiatrists are spoken of twice. It 
should be recognized that this is not a book 
for a special audience; indeed, it was a 
best-seller and a “book-of-the-month,” yet 
it assumes that such material will be under- 
stood and appreciated by all kinds of 
readers. 

To show the tone and the influence of 
your myth upon it, here are phrases and 
sentences from the novel: 

“What was beyond the will’s reach—the base 
functions, fastidiously abhorred with all her 
heart, of the vile body, she now excluded from 


her mind.” (p. 34) 
“How bad, then, the physical body must be, 
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seeing that death was its appointed portion! 
How bad, then must Helen be—how bad, per- 
haps had Helen been? Were there wicked 
thoughts or secret experimental acts, known to 
her, which made her deserve her punishment? 
Had her parents done that which, half known 
to her, made them deserve theirs?” (p. 43) 

“It was never that I didn’t like men. I thought 
they were marvelous; and anyone could see 
that girls were just terrible. . . . All I meant 
was that I wanted to be a man like that so 
much I could hardly stand it. I knew 
it was no good; I’d have to go on being a girl. 
And I just loathed it. . . . Very neurotic, I 
can see now.” (p. 99) 

“The truth was one that took getting used to. 
Discovering it, the heart relucted, had recourse 
to customary defenses, tried to add one more to 
the index of prohibited thoughts.” (p. 113) 

“The witching hour [of love for the young 
man romantically conditioned] was to be saved 
by a division of consciousness; one part exclud- 
ing rigidly all that engaged the other part. Held 
separate, thoughts on the plane of moonlight 
and roses could proceed regardless of the lower 
animal. Or, at least, they could so proceed to 
a point.” (p. 127) 

“Attempts to imagine how two people would 
look, what they could find to do and say, as 
they prepared to accomplish and then . . . went 
ahead and accomplished their joint obscenity, 
these speculations would be against her con- 
scious wish and will.” (p. 129) 

“[These were] the experienced proposals of a 
girl with an itch (no doubt, some psychological 
abnormality) so intense that she was helpless, 
she had to have it satisfied.” (p. 160) 

“The unnoticed girl’s ordinary solace had to 
be reverie. . . . In the daily life of the school, 
boys might ignore her; but in reverie, how dif- 
ferent!” (p. 168) 

“Yes; one might [feel sorry for Helen] ... 
but refusal to face the verities, though not with- 
out immediate satisfactions, carries penalties.” 
(p. 214) 

“T feel sure, that as far as Marjorie knew, 
she didn’t like what Osborne made her do, or 
did to her. How could she like those things? 
Often, they’d be physically painful; mentally, or, 
if you like spiritually, they were abominable— 
revolting debasements; studied outrages; sys- 
tematic violations of all the sensibilities. Who 
but the maniac forcing her could desire them? 
My considered answer: Marjorie, though all 
unknowing, could! She could see such punish- 
ment as condign. She had to submit, because in 
an anguished way, she craved to have done to 
her what she was persuaded she deserved to 
have done to her. . . . She harbors a consuming 
sense of guilt. Knowing the principle of passion 
residing in her, . . . she gets no rest from 
guilt. . . . For .. . the pleasure that the 
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maenad cannot be denied, she must pay in pain.” 

(p. 237-238) 

“What did the cherishers in fact cherish? 
Must the ‘powerful instinct’ and all its myriad 
shapes of earnest devotion and eager sacrifice 
be, to a psychologist, suspect. Subject of so 
much piety and praise, did this great paternal 
tenderness’s every exercise boil down . . . to: 
I love me? [The] thinker recoiled. He 
did not want the decent cover lifted.” (pp. 318- 
319) 

“By his disobedience and wrongdoing, Warren 
of course attached to himself a surface of dis- 
esteem or disfavor, but Lawrence was not de- 
ceived. What being bad really did for Warren 
was win him an intensity of anxious attention, 
a depth of ceaseless concern.” (p. 321) 

“That original sin, man’s baser nature, the 
subeonscious (named as you chose) kept un- 
killed, stirring convoluting as in a crowded, 
fairly well-secured snake pit, many unholy gross 
urges, many wicked dumb longings, many frus- 
trate mean impulses, many unavowable dark de- 
sires. Only fairly well secured, never quite sub- 
dued by grace, strays were now and then bound 
to escape their subterrane. Creeping above 
ground, insinuating themselves where nature had 
fallen, they could strenuously work for a while 
their unclean wills.” (p. 397) 

As is obvious from many of these quo- 
tations, the method of the book is primarily 
to display the free associations of the pro- 
tagonist concerning himself and the peo- 
ple he is involved with by professional, 
social, and family ties. 

The Great World and Timothy Colt shows 
perhaps the average quantity and quality 
of the present literary influence of your 
language and myth. By Love Possessed 
shows a greater concentration of such in- 
fluence than do most novels. Plays also, 
like those of Tennessee Williams and Arthur 
Miller, show comparable concentration and 
quality. Truly the depth psychology has 
passed from the status of audaciously chal- 
lenging fad to that of relaxed acceptance 
in our contemporary literature. The splits 
in your own ranks between the Jungians, 
the Freudians, and others occasionally show 
up, especially in Joyce; but they are not 
yet of literary importance. 

I shall close by appending a fragment 
cf the dream language of Finnegans Wake 
Which is especially rich in your lore when 
its punning suggestions are expanded into 
literal statement : 
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Be who, farther potential? and so wider but we 
grisly old Sykos who have done our unsmiling 
bit on ‘alices, when they were yung and easily 
freudened, in the penumbra of the procuring 
room and what oracular comepressions we have 
had to apply to them! could (did we care to sell 
our feebought silence in camera) tell our very 
moistnostrilled cne that father in such virgated 
contexts is not always that undemonstrative 
relative (often held up to our contumacy) who 
settles our hashbill for us and what an innocent 
all-abroad’s adverb such as Michaelly looks like 
can be suggestive of under the pudendascope 
and, finally, what a neurasthene nympholept, 
endocrine-pineal typus, of inverted parentage 
with a prepossessing drauma present in her 
past and a priapic urge for congress with ag- 
nates before cognates fundamentally is feeling 
for under her lubricitous meiosis when she re- 
fers with liking to some feeler she fancie’s face. 
(p. 115) 

This, I shall leave to your skills in the in- 

terpretation of dreams which are of 

imagination all compact. 
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Discussion 

Dr. Max E. Johnson (New Orleans): I should 
like to applaud the inclusion of such a paper as 
Dr. Clark’s in the Section’s Program on this oceca- 
sion. Perhaps to some it may have seemed rather 
far afield from the matters usually considered at 
a medical meeting, though less to the psychiatrists 
among us than to others, no doubt. The psychia- 
trist’s professional interests and activities take 
him closer to general social and cultural affairs 
than do those of the physician in other fields of 
medicine. But other physicians neither can nor 
should consider such affairs alien to their inter- 
ests. The success of the recently inaugurated 
newsmagazine for physicians, MD, attests to the 
actual presence of such interests among doctors 
generally. 

I can find nothing of importance in Dr. Clark’s 
remarks to take issue with. I should, however, 
like to assure Dr. Clark that only the veriest tyro 
would claim that we have invented either human 
nature or the basic insights. He has himself indi- 
cated Professor Freud’s own disclaimer. What 
depth psychology has done is, much as Duke These- 
us’ poet, to give to the “airy nothingness” of the 
intuitive and scattered insights of the ages “a 
local habitation and a name”, that is to say, 
placed them, with we feel considerable success, on 
a scientific basis. 













































Consideration of this debt which psychoanalysis 
owes to the poets, the evidence of which is im- 
bedded in so many of its technical terms, brings 
me to the first point of departure in presenting 
some thoughts provoked by this paper. My theme 
here is the reciprocal nature of the influence de- 
scribed, that is the influence of literature on the 
theory and practice of psychotherapy. Many more 
instances than Dr. Clark cites might be given of 
the use by Freud and other early writers of terms 
from literature and mythology: narcissism, maso- 
chism, sadism—the list would be long. Also these 
authors filled their theoretical and clinical papers 
with literary allusions, comparisons, and analogies, 
a custom still followed to a degree by analytic 
writers. Perhaps less obvious and less well known 
is the fact that literature often enters into the 
work of psychotherapy. In psychotherapy of a 
non-directive type, whether strictly psychoanalytic 
or not, references by the patient to anything under 
the sun are likely to occur. These references in 
the free therapeutic setting will of course convey 
and express thoughts and affects of the patient, 
unconscious as well as conscious. At times, the 
therapists’ acquaintance with a patient’s direct or 
indirect literary reference, say in a dream or an 
association, may aid greatly in elucidating some 
aspect of the therapy. This will obviously be es- 
pecially true of patients with higher educational 
attainments and/or some special interest in litera- 
ture. Time does not permit citation of examples, 
but I may mention that much has been written in 
the psychoanalytic literature about this. Notable 
instances may be found in the books and articles 
by Dr. Theodor Reik and Dr. Ella Freeman Sharpe, 
the latter coming by her interest in this aspect 
naturally, since before becoming a lay analyst 
she was a teacher of English literature. 

I might have wished to hear Dr. Clark expati- 
ate further and more explicitly on his views as to 
the manner of the psychologic influence on litera- 
ture, that is, about the different ways in which 
the psychological language and concepts have been 
used by various authors. It appears to me that 
he has delineated in his more lengthily treated 
examples three differing ways in which the in- 
fluence has shown itself. The first is the putting 
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of psychologic terms and language into the mouths 
of characters, exemplifying the common use of 
such by laymen nowadays. This can of course be 
nothing more than portraying manners, and might 
have little to do with real acceptance of psychologic 
insights. This seems to some extent shown in 
Auchincloss’ The Great World and Timothy Colt. 
A second way of using the psychologic ideas is ex- 
emplified in Cozzens’ By Love Possessed. Here 
there is more than a superficial or incidental use 
of terms, but rather a self conscious use of the 
concepts of depth psychology in the essential struc- 
tering of the novel. The third such use I would 
see in the excerpts from Joyce’s Finnegan’s Wake 
where the literary production itself embodies the 
processes of depth psychology, in this case dream 
psychology, with its punning, oblique associations, 
condensation, and displacement. 

Another aspect of the influence on literature of 
depth psychology which I could wish that Dr. Clark 
had had time to expand would seem to me those 
that are more subtle and general. That is, in what 
ways, if any, has the absorption of analytic con- 
cepts into the thinking and attitudes of literate 
people influenced the way writers handle and 
choose their material? I could have wished also 
for more from Dr. Clark by way of evaluation of 
the influences he so clearly documents. I would 
refer those who are interested to an article “The 
Writer and the Clinic” by Edmund Fuller, in the 
April 26, 1958, issue of The Saturday Review. 
Professor Fuller discusses cogently some of the 
more unhappy results of the recent and current 
vogue for psychopathology and clinical detail in 
literary productions. 

I shall conclude by mentioning that this influ- 
ence of modern psychology on literature that Dr. 
Clark’s paper presents is but the latest example 
in the history of literature of the influence that 
contemporary philosophical or psychological con- 
cepts have had in each age. It would be surprising 
if literature did not reflect such general ideas 
from other areas of thought. The poet and the 
psychiatrist have much to give each other; after 
all, it is the same human nature that each seeks 
to fathom. 
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Polio Immunization 


Medical experience of the last three 
years has shown that it is possible to 
make paralytic polio a rare disease. For 
this to be accomplished it will be neces- 
sary to make polio vaccination a contin- 
uing effort, and this in turn will require 
strong medical leadership. The goal to be 
gained is worthy of the highest aims and 
ideals of our profession. 

Two years ago, the American Medical 
Association recognized that the value of 
the Salk polio vaccine was not sufficiently 
appreciated and its benefits were not be- 
ing utilized by the public. The A.M.A. 
called for a nationwide campaign to in- 
oculate everyone under forty. With the 
leadership of the State and county medical 
societies, the campaign was made effec- 
tive and the largest enterprise of this 
type ever undertaken inoculated millions 
in a short time. A more complete job 
would have been accomplished if the drive 
had not been slowed down by a shortage 
of vaccine. This program of immunization 
was in accordance with the context of the 
local policies of the state and county so- 
cieties. 
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Although there are no other instances 
in which millions were given protection 
against a disease in so short a time, it is 
apparent now that the job is less than 
half done, and a further steady and well 
directed campaign is needed now before 
the onset of the polio season. The mo- 
mentum of the 1957 campaign carried 
over into 1958, but only forty-four million 
doses were used. This is barely half of 
the amount used in 1957, although less 
than half of the population under forty 
have been adequately vaccinated. 

The effect of incomplete immunization 
is apparent in the figures available for 
1958. Fifty-four per cent of the popula- 
tion under forty have not completed their 
series of inoculations. Almost one-third of 
all children under five have not been in- 
oculated at all. The figures available 
cover forty-seven weeks of 1958, and 
5,563 cases of polio were reported, of 
which 2,810 were paralytic. This repre- 
sents both a greater total and a greater 
proportion of paralytic polio than 1957. 
Fifty per cent of all paralytic cases oc- 
curred in children under five, with the 
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attack rate in those under one 
Although Lovisiana, in 1956 and 
1957, was in the top ten states, fortunate- 
ly, in 1958, it was not, there being 76 
cases in Louisiana in the first ten months 
of 1958. 

Epidemics of polio appeared in various 
cities, particularly Detroit. In the first 
nine months of 1958, there were 4,614 
polio cases reported for the nation, of 
which 1,635 were paralytic; 163 more than 
in 1957. There were 487 cases of polio 
among triply vaccinated people, of whom 
162 were paralytic, with 11 deaths. On 
the other hand, the paralytic rate this 
year has been 66 per cent among nonvac- 
cinated cases of polio, but only 34 per 
cent among those triply vaccinated. 

Consideration of these various figures, 
and also, consideration of additional data 
from examination of the sera of children 
inoculated in the field trials indicates that 
many have adequate immunity from three 
injections of vaccine, while possibly in 
others waning immunity cannot be ruled 
out as one possible factor in the develop- 
ment of paralytic polio among triply vac- 
cinated persons. In fact, if anything else 
were true it would make the immunity of 
this virus disease different from that of 
any other. For instance, it is thought that 
immunity to dengue is maintained in its 
endemic areas only by frequent reinocula- 
tions by mosquitoes of those who had 
previously had the disease. The same has 
been postulated for yellow fever. Every 
physician knows in his own practice of 
those who have had measles two and 
three times, and the cumulative experi- 
ence of generations of smallpox vaccina- 
tion has caused the Public Health Service 
to put a three year limit on the protec- 
tion they consider afforded by smallpox 
vaccination. It is logical, therefore, to ex- 
pect that many individuals would not have 
a lasting immunity from a killed polio 
virus vaccine, since a substantial propor- 
tion of the population do not acquire per- 
manent immunity from virus infections 
occurring in the natural state or with an 
attenuated virus. 

The practical import, therefore, of these 
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considerations is that all who have not had 
the three polio inoculations in the suscep- 
tible age should be urged to get them, and 
those who have completed these in the 
past should be urged to have one each 
year until the degree of protection af- 
forded is fully apparent. 

The Polio Committee of the Louisiana 
State Medical Society advocated this ac- 
tion last year. Recently, various national 
organizations and Public Health authori- 
ties have been reported as advocating that 
a fourth injection be given before the 
start of the 1959 polio season. At its re- 
cent meeting in Minneapolis, the House of 
Delegates of the American Medical Asso- 
ciation recommended that a minimum of 
three polio vaccine injections be given and 
that: 

1. Each physician assume the responsi- 
bility for making certain whenever pos- 
sible that all members of families he 
serves receive protection against poliomy- 
elitis by having the full three doses of 
polio vaccine; 

2. State medical organizations arrange 
with state health departments for a joint 
effort to bring together county medical 
society representatives and representatives 
of county and city health departments for 
the purpose of discussing the need for 
joint study committees at the local level 
to survey the problems which may exist 
and to work jointly to solve them; 

3. County medical societies meet with 
county and local health department rep- 
resentatives to create study committees 
to survey the problem of immunization as 
it may exist in the local area and develop 
and implement a satisfactory program to 
meet the local situation. 

It is seldom that organized medicine has 
had such an opportunity to give mass 
protection against a disease. It will re- 
quire state and county societies to initiate 
and give strong leadership to community- 
wide vaccination programs. Action of this 
type will inspire confidence and encour- 
age family acceptance. A campaign of 
this sort is worthy of medicine’s highest 
ideals. 
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ORGANIZATION SECTION © 


The Executive Committee dedicates this section to the members of the Louisiana State 
Medical Society, feeling that a proper discussion of salient issues will contribute to the 
understanding and fortification of our Society. 


An informed profession should be a wise one. 


MEDICAL STAFF APPOINTMENTS 

The Board of Commissioners of the Joint Com- 
mission on Accreditation of Hospitals at its recent 
meeting, went on record concerning member- 
ship on hospital staffs. The Board of Commis- 
sioners desires to indicate to all staffs and in- 
terested medical organizations the policy of the 
Joint Commission when there exists a difference 
of opinion between the medical staff and the 
governing body concerning membership on the 
medical staff. 


Medical Staff Membership 


a. The Joint Commission on Accreditation 
of Hospitals is a voluntary organization. The 
purpose of the organization expressed in its 
bylaws does not give the Joint Commission 
either the legal or the moral right to interfere 
or adjudicate in local hospital matters. 

b. The question of membership on the medi- 
cal staff is the primary concern of the govern- 
ing body and medical staff of the hospital. The 
governing body has the legal right to appoint 
the medical staff and the moral obligation to 
appoint only those physicians who are judged 
by their fellows to be worthy, of good charac- 
ter, qualified and competent in their respective 
fields. 


Medical Staff Appointments 

a. Privileges may be extended to duly li- 
censed qualified physicians to practice in the 
appropriate fields of general medicine, surgery, 
pediatrics, obstetrics, gynecology and other 
recognized and accepted fields according to 
the individual experience, competence, ability, 
character, judgment and ethical regard of the 
applicant as evaluated by the active credentials 
committee and recommended by it to the medical 
staff and to the governing body. 

b. Individual character, competence, exper- 
ience and judgment should be the criteria for 
selection. Under no circumstances should the 
accordance of staff membership or professional 
privileges in the hospital be dependent solely 
upon certification, fellowship or membership 
in a specialty body or society. 


The selection of a medical staff and the de- 
lineation of privileges of individual staff members 
are extremely important responsibilities of the 
medical staff, and with these responsibilities per- 
haps goes one of the most difficult tasks which 
the medical staff must face. It is difficult be- 
cause there are no easy rules to follow and no 
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well-defined criteria acceptable to the medical 
profession in general. It is a problem of. each 
hospital staff making its decisions about each 
staff member on an individual and unique basis. 

Physicians are reluctant to sit in judgment 
on their colleagues. This attitude is understand- 
able and there are those who believe that only 
the individual himself can judge his own capa- 
bilities. However, when doctors choose to asso- 
ciate themselves in a community effort, like that 
of a hospital medical staff, it necessarily follows 
that there must be rules and regulations and the 
individual becomes responsible not only for his 
own performance, but for that of others. He 
shows willingness to both judge and be judged. 

To select its members and delineate privileges, 
the hospital medical staff should set up a system 
to evaluate each applicant. Except for the broad 
statement of principle formulated by the Board 
of Commissioners, the Commission cannot state 
what this system should be or what criteria should: 
be used. Whatever the system, it should be ob- 
jective, impartial and fair; broad enough to re- 
cognize professional excellence and limited enough 
to safeguard patients; and based on definite work- 
able standards which can be easily applied. 

In some hospitals a system using the classifica- 
tion of major, intermediary, and minor privileges 
is used. In others, unlimited and limited categories 
are established. In still others, no classification 
is used and the privileges of each staff member 
are specifically stated. If a system involving 
classification is used, the scope of the divisions 
must be well defined, and the standards which 
must be met by the applicant should be clearly 
stated for each category. 

The whole problem is very basic. A credentials 
committee and medical staff must live up to their 
responsibilities and above all else have integrity. 
In considering any individual for staff privileges, 
fundamentally this question might well be asked, 
‘Would I let this man operate on me or my family 
for appendicitis, read my electrocardiograms, use 
hypnotism on me, etc?” If the answer is no, he 
should not be allowed to do so on anyone else. 


The Joint Conference Committee 


The Standards for Hospital Accreditation of 
the Joint Commission on Accreditation of Hospit- 
als state that the governing body of a hospital 
should establish a formal means of liaison with 
the medica] staff. Although the method used to 
accomplish this is a decision to be made locally, 
the Commission considers the establishment of a 
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ORGANIZATION SECTION 


Joint Conference Committee a preferable plan. 
The Boards of Trustees of the American Medical 
Association and the American Hospital Association 
have approved the following statement which 
should be of help in the formation of such a 
committee: 
PREAMBLE 
“As the art and science of medicine have be- 
come more complex and more comprehensive, 
hospital services, of necessity, have followed suit 
in an effort to produce maximum results from 
medical progress. For this reason and because 
of the other joint and separate responsibilities 
which physicians and hospitals have in providing 


medical care and hospital services, organization 


and cooperation are essential. 

These responsibilities cannot be discharged 
with maximum effectiveness without proper liai- 
son between doctor and hospital, the doctor being 
represented in an organized manner by a medical 
staff and the hospital by its governing body 
and that body’s designated representative, the 
administrator. 

In addition to, but not in conflict with regu- 
larly established lines of authority and respon- 
sibility, there should be a common ground where 
these two groups can meet in order that there 
may be mutual understanding of each other's 
activities and problems. A suitable medium for 
this interchange of information and discussion 
is the Joint Conference Committee. 

This document seeks to encourage the develop- 
ment and to strengthen the role of the Joint 
Conference Committee of the Board of Trustees 
and medical staff. It urges the establishment of 
such Joint Conference Committees because it 
believes that they will bring to bear on major 
decisions which must be made in the hospital 


a full measure of broad experience, intelligence 
and responsibility. 

Such a Committee should be a part of the 
organizational structure of every hospital. It 
should exist even where there is medical staff 
representation on the governing board. The 
representatives of this committee meet—not as 
representatives of the departments from which 
they were chosen—but as members of the com- 
mittee as a whole in the interest of the patient, 
the physician, the hospital and the community. 


THE JOINT CONFERENCE COMMITTEE 

The Joint Conference Committee is a discus- 
sion committee of the governing board and the 
medical staff. It has no intrinsic authority; if 
allowed to become an action group, its usefulness 
will at once be jeopardized. 

Purposes 

Its purposes, all directed toward better pa- 
tient care, should be at least three: 

a) Communications to keep board, staff and 
administration cognizant of pertinent actions 
taken or contemplated by one or the other. 
These should be reported to the committee even 
though they do not require action by more than 
one component of it. Open communications 
through the Joint Conference Committee will 
emphasize the importance of prior knowledge 
of all affected groups before action is insti- 
tuted and will thus prevent misunderstanding. 

b) Planning. Plans for growth and inevit- 
able change in the hospital organization should 
be considered by this committee. 

c) Problems. Issues which arise in the op- 
eration and affairs of the hospital affecting 
all parties should be brought to the committee 
for consideration. 
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MEDICAL NEWS SECTION © 


CALENDAR 
PARISH AND DISTRICT MEDICAL SOCIETY MEETINGS 


Society 
Ascension 
Calcasieu 
East Baton Rouge 
Morehouse 
Natchitoches 
Orleans 
Ouachita 
Rapides 
Sabine 
Tangipahoa 


Date 


every month 
Second District 
Shreveport 
Vernon 


SURGICAL MEETING IN HOUSTON, TEXAS, 
FEBRUARY 2-4, 1959 

All members of the medical profession are in- 
vited to attend a three-day Sectional Meeting of 
the American College of Surgeons in Houston, 
Texas, February 2, 3, 4, 1959, at the Shamrock 
Hilton Hotel. 

Reports in general surgery, a full day’s oto- 
laryngology program, a cancer workshop, films, 
and hospital clinics will comprise the 3-day 
meeting. 

The special otolaryngology session on Monday, 
February 2, will include scientific reports and dis- 
cussions on problems of current concern. The 
cancer workshop on Wednesday, February 4, is 
for medical directors of approved cancer programs 
in Southwestern United States, and its purpose 
is to improve the professional and administrative 
aspects of local cancer programs. It is the first 
program of its type to be conducted in many 
vears, and its success will determine future use 
of workshops during Sectional Meetings. Dr. 
R. Lee Clark, Jr., Chairman, Executive Committee 
of the ACS Committee on Cancer, is in charge. 

General sessions will include discussions on 
tumors, varicose veins, preparation of parents for 
parenthood, cancer, radiation hazards, diseases 
of the pancreas, gastrointestinal tract bleeding, 
among other topics. 


MEDICAL RATING SPECIALIST WANTED 
VETERANS ADMINISTRATION 

This position is interesting, satisfying and re- 
warding and offers opportunity to serve veterans. 
It is a desk position and requires no travel. The 
work week is eight hours per day, Monday through 
Friday. 

The incumbent of this position is entitled to 
leave privileges, both annual and sick; coverage 
under the Civil Service Retirement Act or Social 
Security System, depending on the type of ap- 
pointment. The beginning salary is $8,810 per 
annum with periodic increases until a salary of 
$10,250 per annum is reached. 


JANUARY, 1959—Vo.. 111, No. 1 


Place 


Third Tuesday of every month 
Fourth Tuesday every other month 
Second Tuesday of every month 
Third Tuesday of every month 
Second Tuesday of every month 
Second Monday of every month 
First Thursday of every month 

First Monday of every month 

First Wednesday of every month 
Second and fourth Thursdays of 


Lake Charles 
Baton Rouge 
Bastrop 


New Orleans 


Monroe 
Alexandria 


Independence 


Third Thursday of every month 
First Tuesday of every month 
First Thursday of every month 


Shreveport 


For an appointment and further information, 
contact F. J. Bethancourt, Personnel Officer, 
2026 St. Charles Avenue, New Orleans 13. 


LOUISIANA ACADEMY OF GENERAL 
PRACTICE SEMINAR ON MENTAL HEALTH 
CENTRAL MENTAL HOSPITAL, 

PINEVILLE, LA. 

Saturady, January 31, 1959 
Registration. 
Welcome by Dr. M. 

AAGP National 
Mental Health. 

Official Greeting from Dr. Arthur 
Seale, Hospital Superintendent. 

Discussion on Methods of Admitting 
Patients to State Hospitals—Hos- 
pital Staff. 

Ward Rounds. 

The Use of Psychiatry in General 
Practice—Dr. T. A. Watters, Psy- 
chiatrist, New Orleans. 

Lunch. 

Evaluation of the New Patient from 
the GP Point of View—Dr. W. A. 
McBride, Jr., Psychiatrist, Shreve- 
port. 

How Psychiatry Has Helped Me in 
My Practice—Dr. E. A. Fatter, 
LAGP, AAGP, New Orleans. 

Why I feel I could use Psychiatry 
in My Practice—Dr. E. B. Flake, 
LAGP, AAGP, Shreveport. 

Discussion of Psychiatry and Gen- 
eral Practice—Drs. Watters, Mc- 
Bride, Fatter and Flake. 

4:30 P.M. Adjourn. 

This program is acceptable for four (4) hours 

Category I credit. There will be no registration 

fee. 


9:00 A.M. 


9:45 A.M. C. Wiginton, — 


Committee on 
700 A.M. 


715 A.M. 


745 A.M. 
730 A.M. 


2:30 P.M. 
700 P.M. 


700 P.M. 


715 P.M. 


:30 P.M. 


POSTGRADUATE COURSE ON DISEASES 
OF THE CHEST 

The Council on Postgraduate Medical Educa- 

tion of the American College of Chest Physicians 
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WOMAN’S AUXILIARY 


will present the 12th Annual Postgraduate Course 
on Diseases of the Chest at the Sheraton Hotel, 
Philadelphia, March 30—April 3, 1959. 

The most recent advances in the diagnosis and 
treatment of heart and lung diseases, medical and 
surgical aspects, will be presented. 

Tuition for this five-day course will be $109, 
including luncheon meetings. 

Further information may be obtained by writ- 
ing to the Executive Director, American College 


of Chest Physicians, 
Chicago 11, Illinois. 


112 East Chestnut Street, 


AMERICAN COLLEGE OF ALLERGISTS 

American College of Allergists Graduate In- 
structional Course and Annual Congress will be 
held March 15-20, 1959, Mark Hopkins Hotel, 
San Francisco, California. Contact, John D. Gil- 
laspie, M.D., Treasurer, 2049 Broadway, Boulder, 
Colorado. 


WOMAN'S AUXILIARY 


TO THE LOUISIANA STATE MEDICAL SOCIETY 


ORLEANS PARISH 

A Christmas program tea for the members of 
the Woman’s Auxiliary Orleans Parish Medical 
Society and their guests was given at the Orleans 
Club on Wednesday afternoon, December 10th at 
two thirty o’clock. Receiving in the drawing room 
with the president, Mrs. Albert William Habeeb 
were the guests of honor, the presidents of the 
Hospital Auxiliaries Mmes. William J. Rein, Victor 
Schiro, Herbert Parker, George F. Sustendal, Syd- 


ney Charbonnet, Jr., Edwin 
Myron Davidson. 

The choral 
Nursing 


carols. 


Guidry and Jules 
Hotel Dieu 
unusual 


club of the 
entertained with 


School of 


Christmas 


Assisting in the dining room were the young 
daughters of members, Judy Davis, Ann and Susan 
Bradley, Sheri Hayes and Marilee Wickstrom. 

Mrs. Branch J. Aymond, Chairman 
Press and Publicity. 
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BOOK REVIEWS 


A Visit to the Hospital, written under the super- 


vision of Lester L. Coleman, M. D. by Francine 
Chase; with an introduction by Flanders 
bar, M.D. and pictures by James Bama. 
Grosset & Dunlap, 1957. 68 p. Price $1.50. 
This unique little book should be in the office 
of every physician who treats children and who 
must from time to time send a child to hospital 
for treatment. It is a picture book for the child, 
explaining why the trip to the hospital is neces- 
sary and what experiences he may expect while 
he is there. It explains that the stay at the hos- 
pital is for a short time only and that he will feel 
better when he returns home. The picture narra- 
tive, centered around hospitalization for a tonsil- 
lectomy, makes of the days away from home a 
new and interesting experience to be remembered, 
rather than one of fear in an unknown world. A 
foreword written for parents outlines the part 
they should play in this emergency. 
Mary LOUISE 


Dun- 
Bn. ¥. 


MARSHALL 
Urine and the Urinary Sediment; by Richard W. 
Lippman, M.D., Springfield, Ill., Charles C 
Thomas, 2d. ed., 1957, pp. 140, Price $8.50. 
A convenient and valuable book for 
any student, physician or technician, 
this manual contains (1) an explanation of tech- 


reference 
laboratory 


niques for examination of the urine (including 
physical characteristics, sediment, and analysis for 
a wide variety of chemical substances); (2) a dis- 
cussion of normal findings; (3) a description of 
changes in various disease states with emphasis 
on their pathogenesis and on color illustrations of 
the characteristic urinary sediment. 
JEANNE Horan, M. D. 


PUBLICATIONS RECEIVED 

Grune & Stratton, Inc., N. Y.: Lipidoses, Dis- 
eases of the Intracellular Lipid Metabolism (3rd 
edit.), by Siegfried J. Thannhauser, M.D. 

The C. V. Mosby Co., St. Louis: Cardiac Arrest 
and Resuscitation, by Hugh E. Stephenson, Jr., 
M.D. 

Charles C Thomas, Publisher, Springfield, IIl1.: 
Temporal Lobe Epilepsy, edited by Maitland Bald- 
win, M.D., and Pearce Bailey, M.D. 

Twayne Publishers, Inc., N. Y.: The 
Normal Babies by Lyon P. Strean, Ph.D. 

U. S. Government Printing Office, Washington: 
Preventive Medicine in World War II, Volume 
IV, Communicable Diseases Transmitted Chiefly 
Through Respiratory and Alimentary Tracts, pre- 
pared and published under the direction of Major 
General S. B. Hays, Editor-in-Chief, Colonel John 
Boyd Coates, Jr., MC. 


Birth of 
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